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THE UTILITY OF THE CASONI REACTION IN THE 
DIAGNOSIS OF HYDATID DISEASE.’ 


By C. H. Keittaway, M.D., M.S. (Melbourne), M.R.C.P. 
(London), 


Director of the Walter and Eliza Hall Institute of Research 
in Pathology and Medicine, Melbourne. 


THE occurrence of urticaria, erythema and other 
symptoms suggestive of anaphylaxis following the 
rupture of hydatid cysts, directed attention to the 
presence of skin sensitiveness in cases of hydatid 
infestation. Casoni in 1911 first made use of this 
phenomenon as an aid to diagnosis and devised a 
test in which 0.5 cubic centimetres of filtered and 
carbotized hydatid fluid was injected intradermally. 
When such an injection is made, within ten minutes 
the small pigskin area of the injection increases in 
size till it becomes: a large wheal with spider-like 
outrunners, surrounded by a wide zone of erythema. 
After an hour or so the wheal fades. This early 
phase of the reaction is after the course of six or 
eight: hours replaced by a second in which there 
is a very large area of erythema associated with 
infiltration and edema of the subcutaneous tissues. 
This area round the site of the injection which is 
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| usually made in the arm, may have a definite edge 
| and may extend over the greater part of the arm 
| and forearm. There is no tenderness in the regional 
| lymph glands and apart from some itching and heat 
| and a slight aching of the affected limb, the patient 
' does not complain. 


All the early workers, including K. D. Fairley in 


| this country, concentrated their attention upon this 
| late phase of the reaction and until this year we 
| have been unable to find in the literature any refer- 


ence to the study of the early phase of the reaction. 
For rather more than a year Mr. Dew, Miss Williams 
and I have paid particular attention to the early 
wheal. This seems to be almost invariably present 
when the result of the test is positive, whereas 
the delayed reaction is frequently absent immedi- 
ately after operation and in cases of suppuration. 
In this last type of case almost all the earlier 
workers reported failure to obtain results in the 
Casoni test on this account. 


The skin reaction has, however, two great dis- 
advantages from a diagnostic point of view. In 
the first place there is the difficulty caused by the 
occurrence of pseudo-positive results. This is met 
with particularly in cases of jaundice with pruritus 


' and in those of generalized skin disease or in pa- 
| tients with a tendency to urticaria resulting from 


some form of protein sensitiveness. In a hemo- 
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philic boy a positive result was not corroborated 
at operation, when the suspected tumour proved to 
be a hematoma, though a deep-seated cyst was not 
excluded. 


Since the fluid used for the test is obtained from 
the cysts of sheep, the possibility exists that some 
patients sensitive to sheep protein may give a skin 
reaction from this cause. The second disadvantage 
of the test is that skin sensitiveness to hydatid 
protein persists for many years, so that as far as 
our present knowledge goes the test cannot be 
relied upon to give information concerning recur- 
rence in patients who have had hydatid disease in 
the past. In these cases the complement fixation 
test is indispensible. 


The intradermal test has its most important 
application in the diagnosis of cases in which no 
operation has been performed and in which there is 
no previous history of the disease. In this group 
of cases it gives more than 90% of reactions. 


In carrying out the test we inject 0.2 cubic centi- 
metre of filtered hydatid fluid obtained from cysts 
in the sheep. Fluid which is turbid, is discarded 
and we are always careful to use pooled fluid which 
is collected aseptically, free from any trace of blood 
and filtered through a Berkfeld filter and incubated 
to ensure its sterility. As a control physiological 
saline solution is injected in similar dosage into the 
skin of the same arm four to five centimetres or so 
away. I do not propose to discuss the interesting im- 
munological questions which have been raised by the 
study of the skin reaction in conjunction with the 
complement fixation and precipitin reactions. The 
primary wheal seems to be present in nearly all 
cases of hydatid disease whether they are above or 
below the diaphragm and whether or no there is 
a response to the complement fixation or precipitin 
test. It appears to be unaffected by any large excess 
of circulating antibody, if this be indicated by a 
high complement fixation or precipitin titre of the 
patient’s serum. It is likewise unaffected by anti- 
anaphylaxis set up by causing free hydatid protein 
to circulate in the blood stream. We have interest- 
ing evidence to offer in support of this last state- 
ment. Mr. Dew has operated on a small series of 
patients in whom a small amount of fluid has been 
spilt at operation and the skin reaction has been 
studied before and at various times afterwards. In 
some of these a delayed reaction which was present 
before, has disappeared to reappear a few weeks 
later ; in others this response which was not present 
before operation, has appeared within twenty-four 
hours. In no case has there been any change in the 
primary wheal, which has neither increased nor 
diminished in extent as a result of the operative 
procedures. 


The second line of evidence results from experi- 
ments upon myself. On January 20 of this year 
no result was obtained to a skin test and on that 
date and every third day five cubic centimetres of 
hydatid fluid were injected subcutaneously till 
twenty cubic centimetres had been administered. 
Eight days after the first injection a definite 
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primary wheal was obtained, but no delayed reaction 
and no response was obtained to the complement 
fixation and precipitin tests. Three days later 
there was not only a primary wheal, but also a 
definite delayed reaction. This tendency to produce 
a delayed response as well as a primary wheal had 
disappeared within a fortnight, but a subcutaneous 
injection of one cubic centimetre of fluid on Febru- 
ary 23 gave an enormous reaction of the delayed 
type. The presence of free circulating antigen did 
not interfere in the slightest degree with the appear- 
ance of a primary wheal in response to the injection 
of 0.2 cubic centimetres of fluid intradermally 
twenty-four hours later. 


A point of considerable practical importance is 
as to whether the primary reaction occurs or not 
when the test is earried out on an anesthetized 
subject. Our observations lead us to advise against 
using the test under these conditions as in three 
out of five persons with a well marked primary 
wheal before operation the test yielded no reaction 
when carried out during anesthesia. 


It is possible that the test may in the future 
be found to be of use in the diagnosis of recurrent 
or residual cysts, as in some post-operative cases 
the absence of a delayed response some time after 
operation appears to be associated with this type of 
reaction. We have not as yet sufficient evidence on 
this point. 

In all post-operative cases, that is in those persons 
with an earlier history of cured hydatid disease, 
the complement fixation reaction is still our most 
valuable indication of the presence of cysts left 
behind at operation or of cysts which have since 
appeared. There are still a large group of 
persons with cysts in the brain, lung or skeletal 
musculature who do not as a rule give complement 
fixation reactions. The serological diagnosis of the 
disease in children is also still far from perfect 


<i 
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THE DIAGNOSIS OF URINARY STONE AND 
HYDRONEPHROSIS.? 


By J. T. Tart, M.D., M.S. (Melbourne). 
Melbourne. 





Tue development of exact methods of urological 
diagnosis has reduced the number of purely explor- 
atory operations upon the urinary tract to a 
minimum. 

While a careful history and general physical 
examination remain of primary importance, it has 
to be recognized that many anomalous cases occur. 
Thus, “silent” renal calculi are not infrequently 
found and may destroy the kidney without attract- 
ing any attention to that organ or the general 
symptoms of chronic renal failure may mask those 
that would indicate gross changes in the upper or 
lower parts of the urinary tract. In many cases 
where the pathological processes are confined to the 





1Read at a meeting of the South-Western Division of the 
Victorian Branch of the British Medical Association on March 7, 
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kidney, the symptoms are wholly vesical in charac- 
ter or the pain produced by a fixed calculus in one 
kidney may be referred to the opposite and healthy 
side. Again, the common complaint of pain in the 
side or back may be due to conditions in the kidney 
which only a complete urological investigation will 
reveal. 


In the examination of the urine the most import- 
ant pathological elements from the surgical stand- 
point are pus and blood, occurring singly or com- 
bined and often in very small amounts. Their 
presence or absence has frequently to be decided 
by the microscope and the diagnosis of pyuria, when 
associated with hemorrhage, depends upon the find- 
ing of leucocytes in excess of those to be accounted 
for by the amount of blood present. It should be 
noted, however, that there are many urinary dis- 
orders in which the urine remains normal. 


The early determination of the origin of pus or 
blood is very necessary and exact diagnosis involves 
the tracing of each to its source and the finding of 
the underlying cause. In most cases this can only 
be done satisfactorily by the use of the cystoscope 
and ureteral catheter. Careful examination of the 
ureteric orifices and of the character of the efflux 
gives valuable information. The ureteric opening 
is a mirror of the renal pelvis and the localization 
of a hemorrhagic or purulent efflux to one side is 
often the major part of the diagnosis. Renal hemor- 
rhage is characteristically intermittent and when- 
ever possible the patient should be examined whilst 
bleeding is going on. The efflux of pus may vary 
from a very slight cloud which requires confirmation 
by the detection of pus cells in a ureteral catheter 
specimen to the slow protrusion of semi-solid 
purulent material. 


The diagnosis of conditions in the bladder, such 
as growth, diverticulum and stone, is essentially 
cystoscopic. In view of the potential malignancy 
of all vesical tumours and of the ease with which 
small papillomata can be destroyed by endoscopic 
methods, their early recognition as the cause of a 
hematuria is especially important. Diverticula 
may be revealed as an unsuspected source of pyuria 
and may be the hiding-place of caleuli which have 
given anomalous shadows on the X-ray film. Many 
bladder stones consist of a large proportion of uric 
acid and ammonium urate and therefore do not 
show a satisfactory shadow on X-ray examination. 
The relatively large number of vesical caleuli which 
are not revealed by radiography, has been noted by 
several observers; whilst a shadow found in the 
Vesical area may be due to a stone lying in the 
bladder or in a diverticulum or in the lower end of 
the ureter. Further, if the question of litholapaxy 
be considered, the free mobility of the stone and the 
presence or absence of other pathological conditions 
must be determined by cystoscopy before the opera- 
tion is performed. 

It is in the upper part of the urinary tract that 
methods of examination which involve the coopera- 
tion of the radiologist are of greatest value in diag- 





nosis. A shadow found in a skiagram of the renal 
and ureteral areas frequently needs further inves- 
tigation before an absolute opinion can be given 
regarding its significance; in other conditions of 
which hydronephrosis is an example, the data 
obtainable by the injection of solutions opaque to 
X-rays may often be the only ones on which an 
accurate diagnosis can be based. 


Ureteral Calculi. 


From the surgical point of view ureteral calculi 
are renal stones which have been arrested in their 
course along the ureter. A stone may be impacted 
either at one of the three points of anatomical nar- 
rowing or at the site of some pathological constric- 
tion of the tube. If it rests for a considerable 
length of time, the calculus grows mainly in an 
upward direction, the nucleus often being visible 
at the junction of the lower third with the upper 
two-thirds. The “date-stone” calculus is thus pro- 
duced. Following the impaction of the stone second- 
ary changes ultimately take place. Dilatation of the 
ureter occurs above and ulceration with secondary 
stricture formation may be caused at the point of 
arrest. The stone may then become freely movable 
within the dilated ureter and the migrant calculus 
change its position with that of the patient. In 
general the ureteral calculus is of greater imme- 
diate danger to the kidney than a renal stone, 
causing destruction of the corresponding organ by 
distension and by suppuration. 


The clinical symptoms vary with the position of 
the stone. In the abdominal part of the ureter the 
pain produced resembles that of renal calculus, with 
approach to the bladder vesical symptoms appear 
and intramural stone causes typical vesical tenes- 
mus. Hemorrhage is usually microscopic in 
amount, but an oxalate stone may give rise to a 
profuse hematuria resembling that from a malig- 
nant growth. Ureteral colic with hematuria may 
be produced by the passage of calculi too small to 
be detected in an X-ray film or by a shower of 
crystals in temporary or persistent oxaluria. Other 
conditions which may give similar symptoms and 
which give rise to an X-ray shadow, are calcified 
lymphatic glands and phleboliths; while errors may 
also arise from calcified deposits in pelvic organs or 
in tumours. 

The shadow of a urinary calculus lies in the 
anatomical line of the ureter or in the position of 
the renal pelvis and calyces. Any of these struc- 
tures may be displaced and when the ureter is much 
dilated, the shadow moves outwards towards the 
pelvic wall. Its outline is regular and its density 
uniform, though shading somewhat towards the 
margin. Exceptionally it may show a transparent 
centre and is then definitely due to a nucleated 
stone. 

Calcified glands are generally abdominal or are 
found at the brim of the pelvis on the right side. 
They give rise to irregular shadows of varying den- 
sity, producing a typical “mottled” appearance and 
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whether they occur singly or in groups, usually have 
a wide range of movement. 


Phleboliths yield a sharply defined outline, are 
round or oval in shape and are not as dense as the 
majority of calculi. They commonly lie external to 
the line of the ureter; but one of a set of shadows 
may be due to stone, the remainder to phleboliths. 


The cystoscopic appearances are generally charac- ° 


teristic when a calculus lies in or close to the intra- 
vesical portion of the ureter. The orifice is often 
gaping and its margins thick and congested, while 
there may be edema of the surrounding mucous 
membrane. The efflux is sluggish and the stone 
may be seen projecting from the opening or form- 
ing a rounded prominence on the bladder wall. A 
catheter strikes the stone at once. These calculi 
may also be detected on rectal examination as hard, 
tender nodules on the corresponding side of the 
pelvis. 

The exact diagnosis of other ureteral stones is 
made by the passage of an opaque catheter. This 
may be completely arrested and is seen in the X-ray 
film to be touching the shadow. It may appear to 
be curving round the shadow, a finding which is 
pathognomic of stone, or it may pass with or with- 
out hindrance. 

If the two shadows are in contact, the foreign 
body may be within the ureter or it may lie at a 
different antero-posterior level. Two exposures 
should then be made, either on one film with a six- 
centimetre shift of the X-ray tube (see Figure I.) 
or as stereoscopic views on separate films. 

The diagnosis is completed by the injection of 
opaque fluid and the taking of a pyelogram and 
ureterogram. The condition of the urinary tract 
above the obstruction is thus shown and a shadow 
due to calculus is included in the outline of the 
filled and dilated ureter (see Figure IT.). 


Renal Calculi. 


Stone in the kidney presents itself clinically as 
either a migratory or a fixed calculus. The former 
produces renal colic and hematuria, the blood being 
present in microscopic quantity in the majority of 
cases. It is typically a “hématurie provoquée,” 
being definitely increased on movement and _ the 
urine being clear in the morning. With the fixed 
stone the symptoms are much milder and are easily 
overlooked. There may be no more than a dull 
aching in the loin or in the anterior renal area at 
the tip of the tenth rib. Infection generally occurs 
and the urine contains pus, but no blood. A pyo- 
nephrosis due to calculi may develope without other 
clinical evidence than a pyuria. 

Most stones form in the lower calyx and first 
cause symptoms when they pass out into the lower 
angle of the pelvis. In its earliest stage the stone 
is round or oval and may not pass on into the 
ureter. By growth it moulds itself to the pelvic 
cavity and becomes wedge-shaped, with conical end 
downwards towards the ureter and two upward 
projections into the calyces. If uninfected the 
kidney remains small, though some distension of 








the calyces may be going on. Finally, the “stag- 
horn” calculus is produced and may form a east of 
the whole pelvis and its branches. A large renal 
shadow with a single stone indicates that infection 
has occurred and then secondary calculi may 
develope in any of the dilated calyces. The degree 
of separation of their shadows gives an approximate 
estimate of the amount of dilatation present. 

It is probable that all large renal stones, what- 
ever their composition, throw shadows on an X-ray 
film which is of good quality. From their typical shape 
and from their position within the kidney outline a 
definite diagnosis is made. The small stones may 
cause confusion. Rarely a pure uric acid caleulus 
lodges in the renal pelvis and is detected only when 
a pyelogram is taken, in which it appears as a clear 
area in the midst-of the opaque fluid. The usual 
sources of error are calcified abdominal glands and 
gall-stones. The former represent the final stages 
of tabes mesenterica and can cause definite urinary 
symptoms, probably by drag or pressure on the 
ureter. Pain which may closely resemble renal 
colic, is more frequent than hematuria. 

Upon cystoscopic examination there is little 
change at the ureteric orifice in the early stages 
of a stone which does not pass from the kidney. 
An increased and more frequent efflux as the result 
of irritation is the usual finding. If infection has 
taken place, there is a cloudy jet and often some 
injection and swelling of the margins of the open- 
ing. With a closed pyonephrosis the efflux is absent, 
but the orifice may show signs of inflammation and 
have a slow and feeble movement. 

Pyelography is generally necessary for the diag- 
nosis of small and atypical shadows in the renal 
area; by this means two other important facts 
are decided, the position of a calculus, whether in 
the pelvis, in one of the calyces or in the upper 
end of the ureter, and the amount of dilatation 
present and its distribution within the kidney. By 
the localization of the stone the operation may be 
planned so as to cause the smallest damage to 
kidney substance and the least danger to the patient. 
Nephrolithotomy should be avoided whenever pos- 
sible. The functional value of the other kidney has 
to be estimated before operation in all cases but 
those in which a simple pyelotomy is indicated. 

In a pyelogram the shadow of a renal calculus is 
obscured by or is continuous with that of the pelvis 
or one of the calyces; by tracing the outline of 
the simple radiogram upon the film which shows 
the opaque medium, the exact position of the stone 
within the cavities of the kidney is determined (see 
Figure III.). Occasionally the shadow of an opaque 
body which lies anterior to the kidney, will fall 
within the area of the renal pelvis and calyces and 
therefore is obscured by the fluid when these cavities 
are outlined. In these cases the pyelogram should 
be normal; to determine the exact relations stereo- 
scopic films may be taken or lateral exposures 
made. 

It is advisable for the radiographic examination 
to be carried out as short a time before operation 
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as possible; on account of the frequent occurrence 
of multiple stones widely distributed throughout 
the urinary system, the whole of the tract should 
always be included. 


Hydronephrosis. 


The only reliable symptom of early distension 
of the renal pelvis is pain; there are usually recur- 
rent attacks of renal colic which resemble those 
due to stone or to severe pyelitis. In slow disten- 
sion there is often merely a dull aching, intermittent 
or constant, in the kidney region, which may be 
attributed to chronic inflammation of the gall 
bladder or appendix. Right-sided pain, unrelieved 
by operation for each of these conditions, has not 
infrequently been shown to be due to a hydro- 
nephrosis. Lastly the condition may be entirely 
latent and a swelling in the loin may be the first 
evidence of a greatly damaged kidney. 

A ureteral catheter can generally be passed 
directly to the kidney as the block is from above 
rather than from below. The amount of residual 
urine may then be measured and the capacity of 
the pelvis determined. On artificial distension the 
pain of the disease is reproduced and the patient 


recognizes it as such; but with a large sac the 


amount of discomfort may be very slight, even when 


into the bladder. 


overdistended pelvis, the main cavity is typically 
cone-shaped with an uninterrupted shading into 
the ureter, though many variations in form may be 
observed, of which the bifurcated pelvis is perhaps 
the most frequent. Each calyx has a narrow neck 
and an expanded head, with indentation of the 
latter by the papille of the renal pyramid. The 
‘catheter should pass directly into the superior 
calyx, while at the lower border of the pelvis the 
curve from the ureter to the inferior calyx should 
be even and rounded (see Figure IV.). 

With early hydronephrosis of pelvic type this 
curve becomes reduced to an angle, the outline of 
the pelvis is irregularly enlarged and the catheter 
is arrested by the upper wall of the cavity. With 
early intra-renal distension the calyces gradually 
assume a club-like form with rounded ends in which 
the pyramidal notch has disappeared, while their 
necks become shortened and thickened. The types 


become mixed in later stages, though either may | 


still predominate. Thus the pelvis may form the 
larger part of the sac and a series of distended 
secondary pockets open from its lateral border (see 
Figure V.) or the greatly dilated calyces may be 
seen as large pouches grouped about a small central 
cavity (see Figure VI.). The ureter may be bound 
by adhesions to the surface of the dilated pelvis, 
its opening being carried upwards on the medial 
side of the mass. 

In inflammatory conditions, chronic pyelitis and 
tuberculous disease, the outline of the pyelogram is 
typically indistinct or “fuzzy” (see Figure VII.). 
Some dilatation may be seen or the changes due 
to a pyonephrosis may be found, the lateral border 





| or complete hydronephrosis. In 
In a normal pyelogram with a well filled but not | 





of the sac forming large bosses corresponding to the 
hollowing of the kidney substance. If the pelvis 
be notably dilated, medicinal or lavage treatment 
for the infective condition will probably be 
ineffective. 

When mechanical obstruction is present, the cause 
is often discovered at the same time. Calculous 
hydronephrosis has been already illustrated. De- 
formities of the ureter from bands, adhesions or 
abnormal blood vessels, strictures of its wall or 
mobile kidney with kinking of the outlet may all 


| be recognized, but there remains a proportion of 


cases in which no evident obstruction is found; 
retention within the renal pelvis is present. The 
ureter may be dilated or not and explanation has 
been sought in deficiency of the neuro-muscular 
control of the conducting tube. The condition may 
be bilateral and the state of the opposite side 
should be determined before nephrectomy is con- 
sidered. Allied to these cases are those of general 
dilatation of the whole urinary system in children 
in which, owing to incompetence of the uretero- 
vesical valve, the great bilateral enlargement can 
be demonstrated by filling the ureters and pelves 
with opaque fluid from the bladder. 


When growth is present within the urinary tract, 


| a filling defect may be seen with dilatation of the 
the liquid is flowing back alongside the catheter | S jghsctonn Tre ggg: 


cavities above the obstruction, forming a partial 
tumour of the 
kidney substance at the upper pole deformity of 
the pelvis is generally produced and one or several 
calyces are obliterated. Similarly at the lower pole 
a renal growth or cyst may prevent the filling of 
the inferior calyces and cause a displacement of 
the ureter which is seen describing a large curve 
around the mass. With tumours of other organs 
the shadow of the renal pelvis is normal, though 
it may be displaced and on outlining the margin 
of the tumour by bismuth paste or wire laid upon 


| the skin, the mass may be shown to lie quite apart 
| from the kidney. 


My thanks are due to the members of the surgical 
staff of St. Peter’s Hospital, London, for the oppor- 
tunity to investigate the cases upon which these 
remarks are based and I am indebted to Miss 
Maudsley, of the Walter and Eliza Hall Institute, 


| for the preparation of the photographs needed for 


both the lantern slides and the illustrations. 
—_ 


THE URETER: A CLINICAL STUDY OF ITS 
COMMONER DISEASES. 


By REGINALD Brince, M.B., Ch.M. (Sydney), 
F.R.C.S. (England). 


Honorary Assistant Surgeon, Sydney Hospital; Honorary 
Urological Surgeon, Mater Misericordie Hospital, 
North Sydney. 


THe ureter is one of the most important 
conducting channels of the body, yet, save at the 
hand of the specialist, it has not received from the 
profession at large the attention it deserves. 

The naso-pharynx, the esophagus, the intestinal 
tract, the bile channels and so forth have all been 
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subjected to critical study and the advances of 
modern medicine thereon are familiar to all. 

The ureter and its diseases have been studied no 
less, in fact urology is probably the most exact of 
the modern specialties. 

This paper is presented with the humble belief 
that it will bring to the notice of the profession at 
large some of the commoner diseases of the ureter 
which owing to their obscure and peculiar symp- 
tomatology, are often undiagnosed and are a cause 
of much pain and disability. 

It is most important to realize that the ‘ureter is 
an abdominal channel with an identity its own, yet 
in close proximity to other important channels 
throughout its whole length, for example the bile 
passages above and the internal organs of genera- 
tion below. It is not surprising therefore that, 


unless its pathology and symptomatology are | 


clearly understood, confusion will occur with 
erroneous diagnosis and treatment. When we come 
to a consideration of the symptomatology of ureteric 
diseases, it will be seen how readily this confusion 
ean occur. To take one example here, how fre- 
quently is the vermiform appendix removed for 
chronic intermittent right-sided pain under a mis- 
taken diagnosis of chronic appendicitis? As I shall 
show in many of these cases the pain is really reno- 
ureteral in nature and, as every urologist knows, 
removing the appendix only relieves these patients 
for a very brief spell (probably owing to sug- 
gestion), often not at all. 


sary to take a brief survey of the anatomy and 
physiology of the ureter together with the pelvis 
of the kidney, for anatomically and embryo- 
logically they are one. 


Anatomy of the Ureter. 


The ureter begins above as a funnel shaped 
opening known as the pelvis of the kidney. In the 
sinus of the kidney this divides into two or three 


major calyces and each of these in turn divide into | 
several minor calyces each of which embraces and | the ureter is that this duct is not of the same bore 


collects the urine from one or two renal papille. 
There is considerable variation here, sometimes the 
pelvis is double, sometimes small and flat and hid- 
den in the renal sinus. Most often it projects from 


the sinus, broad above and narrowing below to | F 
| ureter, where the ureter crosses the brim of the 


| pelvis (that is at the external iliac vessels), in the 


where it joins the ureter proper. Its capacity 
varies accordingly, an average being about five 
cubic centimetres. 

The ureter proper is about twenty-eight to thirty 
centimetres long and, as seen in the living body, is 
a pale, slightly flattened cord. When empty a sec- 
tion of it shows it to be rugose and this indicates 
that it is capable of dilatation within certain limits. 
It is important to remember that its epithelial lining 
is continuous with the pelvis above and bladder 
below, so that it is impossible by an examination 
of the cellular débris of the urine to say from which 
of these areas it came. Errors have frequently 


arisen from not remembering this fact. 


There are three important facts to remember with 
regard to its surgical anatomy. In the first place 














the ureter is attached to the parietal peritoneum 
practically throughout its whole length. The mode 
of this attachment is peculiar and, as far as I 
know, has not been so described elsewhere. The 
ureter is somewhat loosely attached to the peri- 
toneum by areolar tissue, but the special feature of 
it is that scattered throughout this areolar tissue 
there are small bands or vincula of very fine but 
very tough fibrous tissue. They serve to bind the 
ureter to the peritoneum. It requires considerable 
force to break them with a forceps. Where a 
vessel, for example the spermatic or ovarian vessel, 
crosses the ureter, they also are bound down to the 
peritoneum by one of these bands. I have repeatedly 
at operations on the ureters and in the post mortem 
room demonstrated these bands to my house men 
and my students. Their importance lies in the fact 
that they are one of the commonest causes of kinks 
in the ureter to be described later. It is also im- 
portant to remember that the ureter, being bound to 
the peritoneum, is brushed aside with it, for I 
have seen surgeons waste much time looking for the 
ureter through forgetting this fact. 

Secondly the kidney lies in a mass of canary 
yellow fat (the perirenal fat). This fat together 
with the kidney is enveloped in a somewhat tough 
fibrous capsule, a modification of the fascia trans- 
versalis known as Zuckerkandl’s fascia. This ends 
in a free edge at a variable distance below the point 
where the pelvis joins the ureter proper. The 
importance of this can be seen from the following. 


Properly to understand this subject, it is neces- | The kidney and that portion of the ureter within 


this fascia have a wide range of movement, but 
below this the ureter is firmly attached, as previously 
stated, to the peritoneum. Therefore any disparity 
in the relationship of these attached and unattached 
portions of the ureter, for example excessive mo- 
bility of the kidney, can easily set up a kink in the 


| ureter at the attached portion or at the nearest 
| firm band that I have described above. This is a 


second cause of kinking of the ureter. 
The third fact to remember in the anatomy of 


throughout its lerigth. There are anatomical con- 
strictions in it due to a relatively greater mass of 
circular muscle fibres at these points. The more 
important of these narrowings occur at the neck 
of the major calyces, where the pelvis joins the 


broad ligament and in the wall of the bladder. 


The importance of remembering these anatomical 
constrictions lies in the fact that in interpreting 
pyelo-ureterograms, they must not be mistaken for 
organic strictures of the ureter. 

The ureter derives its blood supply from a num- 
ber of vessels throughout its course and it would 
be tedious to go into that matter here. It is im- 
portant to remember that these vessels form a very 
free anastomosis in the outer coat of the ureter and 
again in the submucosa after penetrating its wall. 
So free is the anastomosis throughout the whole 
length of the ureter that it is possible to inject the 
whole system through any one of its branches. 
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This allows the surgeon a very free hand in 
detaching the ureter for a considerable length from 
its supports. I have had to do this in the abdominal 
portion of the ureter on several occasions without 
any untoward result, but gynecological surgeons 
know that in the Wertheim operation for hysterec- 
tomy the separation of the ureter from its supports 
where it crosses the broad ligament often leads to 
necrosis of its wall with the formation of ureteric 
fistula. 

The wall of the ureter is richly supplied with 
lymphatics which are in communication with those 
of the bladder below and of the kidney above. 

I mention this fact because it is still much 
debated as to how the infection spreads from the 
bladder to the kidney in some cases of cystitis, 
whether by way of the ureteral lymphatics or along 
the mucosa. 


A patient under my care died from double septic 
pyelonephritis. He had been operated on for hernia 
and, having a stricture of the urethra unknown to 
us, considerable difficulty was experienced by the 
house surgeon in relieving his post-operative 
retention. Unfortunately, his bladder became in- 
fected and later his kidneys. Macroscopical and 
microscopical section of the ureters showed per- 
fectly healthy mucosa, but an intense lymphangitis, 
the lymphatics being full or organisms. 


Physiology of the Ureter. 


The ureter like many of the other hollow muscular 
tubes of the body undergoes peristaltic contraction. 
The peristaltic wave starts at the pelvis and travels 
at the rate of twenty to thirty centimetres a second 
to the ureteral orifice in the bladder. If watched 
carefully, a fusiform dilatation about four milli- 
metres long is noted and just behind this the ureter 
is noticed to be contracted. The wave passes quickly 
along. In some patients it is frequently repeated, 
in others it seems to occur only at fairly long 
intervals. The mechanism of this peristalsis lies 
within the ureter itself as it is observed in a piece 
of ureter removed from the body and kept in warm 
saline solution. Under some circumstances it may 
be reversed. 

When the ureter is exposed through the lumbar 
incision, it is a fascinating study to watch the 
peristaltic waves passing along it. I have fre- 
quently demonstrated them to. others. They seem 
to pass very quickly. It is an interesting point for 
discussion as to how the urine passes down the 
ureter. if 

Gravity may play some part in it, because during 
cystoscopic examination if the ureteric orifice is 
watched carefully, now and again a drop of urine 
will be noticed to trickle out of the orifice without 
any apparent peristaltic wave being responsible and 
per contra I have frequently watched a peristaltic 
wave reach the ureteral orifice in the bladder with- 
out any jet of urine escaping. 

The point is that the waves are continuous and 
are independent of the presence of urine in the 
ureter, but that most probably the great bulk of 
the urine is passed from the kidney to the bladder 





by them. I might add here that the appearances of 
the ureteric orifice in the bladder have a great range 
of variation and experience alone can make one 
familiar with them. Also a variable portion of the 
intramural portion of the ureter can be seen to raise 
the mucosa into a ridge. When the peristaltic 
wave reaches the bladder wall it can be seen with 
the cystoscope to pass rapidly along this submucous 
portion; the orifice gapes open and the jet is expelled 
with some force. The presence of a foreign body 
sufficiently large to set up tension in the wall of 
the ureter produces violent colicky pain. 


The ureter is endowed with sensation, a patient 
can feel a catheter passing up it. Usually they make 
no complaint, but occasionally they remark on it 
and can localize it fairly accurately as it ascends. 
I do not know whether others have noted this latter 
point. The probable explanation is that the 
catheter acts as a foreign body and causes stimu- 
lation of the ureteric muscle sufficiently strong to 
be felt as a sensation. 


Symptomatology of Ureteric Diseases. 


Diseases of the ureter are so frequently set up or 
are associated with pathological disturbances in the 
kidney and bladder that under this heading one 
cannot escape from a general description of uro- 
logical symptomatology. Much confusion is abroad 
about the nature of so-called renal colic. The 
classical description of pain starting in the costo- 
vertebral angle and passing along the course of the 
ureter to the bladder and so forth is really a 
combined renal and ureteric colic. 


IT am convinced that true renal colic is largely if not 
wholly a phenomenon due to blocking of the pelvic 
outlet and an accumulation of urine in the pelvis 
under tension. Much direct experimental evidence 
on the human subject is available to support this 
contention. When a catheter is passed up the ureter 
and its tip is lying free in the pelvis of the kidney if 
fluid is slowly injected, after a time which varies 
with the capacity of the pelvis, pain is caused. If 
the tension is increased, this pain is increased and 
very soon, unless one is cautious, reaches great 
severity. In the great majority of cases the patient 
complains of the pain behind in the costo-vertebral 
angle passing through to the subcostal region in 
front. I have observed this phenomenon many times 
in the last six years while taking pyelograms, but I 
cannot recall to mind ever seeing a case in which the 
pain passed down the ureter to the bladder and so 
forth as it does in supposed “renal colic.” My con- 
tention is that the phenomenon so observed is a pure 
renal colic and that the “classical” description is 
combined reno-ureteral colic. 

Further evidence on this point is derived from 
the clinical observation that those small stones that 
actually ‘get into the ureter and can be located 
there with the X-rays, their progress watched 
and their subsequent discharge verified, set up 
intense pain along the course of the ureter shooting 
into the bladder, penis, vulva, testicle or down the 
thigh. This is true ureteric colic. The passage of 
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blood clots and tuberculous débris gives the same 
train of symptoms. In further support of my con- 
tention that the renal portion of the pain is a pelvic 
distention phenomenon, we have the clinical observa- 
tion that larged fixed stones, too big to be dis- 
charged through the ureter, often cause no symp- 
toms or else only an ache in the loin behind, the 
presumption being in these cases that the urine 
can pass by the stone into the ureter, the opening 
never having been blocked. 

It has been the experience of every surgeon sooner 
or later to find a patient in whom a stone can be 
detected by X-ray in the kidney and of which the 
patient was quite unconscious. Similarly a slowly 
produced block of the ureter will set up hydrone- 
phrosis without much pain, but an acute obstruc- 
tion will set up intense pain. 

Everyone is familiar with so-called renal colic, 
but the variations of it are not so well known. It is 
most important that they should be, because with- 
out this knowledge the diagnosis of some forms of 
abdominal pain is impossible. 

True renal colic, as I have said, is generally felt 
in the costo-vertebral angle behind, passing through 
the loin to the sub-costal region in front. Some- 
times the patient feels pain behind only and more 
rarely only in front. In this case it would be 
almost impossible without the cystoscope to tell 
it from gall stone colic. I know of one patient 


whom I saw during an attack of colic on several 
occasions when it was impossible to tell whether 


she had a biliary or kidney colic. Her subsequent 
history was interesting inasmuch as she had a 
healthy (sic) gall bladder removed by another 
surgeon; at the operation her common duct suffered 
injury from which she subsequently died. Urological 
methods would probably have shown the lesion to 
be in the kidney or ureter. 

Another fundamental variation in the form of 
true renal colic is as follows. Instead of feeling 
the pain from the costo-vertebral angle behind to 
the sub-costal region in front, the patient feels the 
pain from the iliac fossa through to the sacro-iliac 
joint. I have seen this type of pain in a number of 
eases of kinks or strictures in the ureter and have 
demonstrated this extraordinary anomaly to my 
colleagues. At the meeting of the Sydney Hospital 
Clinical Society held on March 5, 1925, I showed 
a pyelo-ureterogram of a patient which demonstrated 
moderate dilatation of the pelvis and calyces with 
kinking of the ureter about 2.5 centimetres (one inch) 
below the uretero-pelvic junction (see Figure IT.). 
For two years this patient had complained of pain 
in the left iliac fossa passing through to the sacro- 
iliac joint and on rare occasions had had slight pain 
in the back. On distending the renal pelvis (during 
the taking of a pyelo-ureterogram) I reproduced her 
pain in the left iliac fossa and sacro-iliac joint 
exactly and also slightly in the back. At operation 
there was a definite kink in the ureter where it 
leaves the peritoneum to enter the perirenal fat and 
join the pelvis of the kidney. The band was divided 
and the kidney fixed by a simple process. The relief 
was immediate and has been maintained. 





| fossa. 
| was felt to be thickened, hard and tender. 
| quite clear, 


| on the right side was gaping with thickened lips. 
| was no stone present. 


| thickened ureter. 
| that around the diseased right ureteric orifice attached to 


| the cystoscope. 
| friend, Dr. Keith Inglis, cut me a section of this minute 





Now I have seen the same phenomenon on the right 
side and in a number of these patients the appendix 
had been removed under a mistaken diagnosis of 
chronic appendicitis without relief. To recapitulate 
then, certain types of renal distension pain, whether 
produced by kinking or stricture of the ureter, pro- 
duce a syndrome that in one instance simulates gall 
bladder colic very closely and in another is often 
diagnosed as chronic appendicitis or even as disease 
of the pelvic organs. 


So far, I have described the colics of renal and 
ureteric origin or combined, but it is not so gener- 
ally known that in diseases of the ureter a feeling 
of localized soreness and tenderness may occur with- 
out colic.. This may occur in cases of ureteritis, to 
be described later. It is obvious that it may lead 
to an erroneous diagnosis of appendicitis or inflam- 
mation of the pelvic organs in male or female. Quite 
the most remarkable example of this that could fall 
to the lot of any urological surgeon came my way 
in December, 1924. 


A patient presented himself at my outdoor clinic com- 


| plaining of pain in the right side of about four years’ 


duration. This pain (he indicated the right iliac fossa) 


| was more or less constant, but at infrequent intervals 
| Was more severe and of the nature of ureteric colic. 


Physi- 
cal examination revealed tenderness in the right iliac 
Per rectum the lower portion of the right ureter 
The urine was 
examination revealed 
“a stone in 


otherwise physical 


nothing. An X-ray examination disclosed 


| the right ureter probably at the uretero-vesical junction.” 


With the intention of removing this through the operat- 


| ing cystoscope. I had him admitted to one of my beds. 


The ureter orifice 
There 
The shadow in the skiagram was 
due to an area of calcification in the wall of a greatly 
The bladder was quite healthy, except 


Cystoscopy revealed a peculiar picture. 


to an apparently quite healthy bladder mucosa, there were 


| some half dozen milky-white bodies that looked like tiny 


pearls. I suspected these of being small tuberculomata. 
The largest of these was removed with a rongeur through 
With much care and patience my esteemed 


The section showed a mass of fibrous 
This 


piece of tissue. 
tissue and embedded in it were the ova of bilharzia. 


| patient left hospital at his own request as it was Christmas 


time. He was to have reported in January, but unfor- 


| tunately cannot now be traced. 


I mention this out-of-the-way case because it 
must be remembered the patient had no bladder 
symptoms. His only complaint was “pain in the 
side” and the X-ray picture would lead one to an 
almost certain diagnosis of stone in the lower end 
of the ureter. 

It is impossible in this paper to cover the whole — 
field of urologic symptomatology, but there are 
certain aberrant symptoms not so well known and 
lack of appreciation of them may lead to disastrous 
consequences. Take for example the question of 
referred symptoms. It is well known that in early 
unilateral renal tuberculosis the only signs may be 
pus in the urine and frequency of micturition. 
This may lead to an erroneous diagnosis of cystitis. 
In some cases of this type there is also an ache 
in the healthy kidney of the opposite side to add 
still further to the confusion. 
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Renal colic may be referred in two ways. 
Coincident with the attack of colic there can be felt 
a more or less severe ache on the opposite side or 
severe pain on the opposite side may alternate with 
colic on the affected side. I have personal experi- 
ence of a case of this kind in a man, aged fifty, 
extending over a period of six years. 

I first saw the patient in what appeared to be a typical 
attack of gall bladder colic. A friend of mine, a surgeon 
of no mean order, agreed with this diagnosis. He then 
had a succession of severe attacks of left reno-ureteric 
colic. Later the pain shifted to the right side when he 
had many attacks of right reno-ureteral colic. X-ray exam- 
ination was always inconclusive owing to his extreme 
corpulency. Eventually a small stone was removed from 
the pelvis of the right kidney. The gall bladder was 
inspected at the same time and found healthy. 


It is well known that a growth of the bladder, 
such as a papilloma producing severe hematuria, 
will also produce severe renal aching on one or 
other side, possibly due to partial obstruction of 
the ureteric orifice. It is more difficult to explain 
renal aching in infection confined to the bladder. 
I do not know whether other urologists have ob- 
served this, but it is an undeniable fact. Some years 
ago I saw a remarkable case of this kind. 


A young man had been under the care of a physician for 
several months with definite symptoms of cystitis, that is 
painful frequency of micturition, urgency and much pus 
in the urine. His temperature had been raised all this 
time and there was constant aching in the left kidney 
region. He looked very ill. A surgeon of repute saw 
him and on clinical grounds diagnosed “ulcero-cavernous 
tuberculosis of left kidney.” Tubercle bacilli had not been 
found in the urine despite frequent examinations. When 
he came under my care I elicited the fact that about six 
months before he had had gonorrhea which had received 
very inadequate treatment. His prostate was not enlarged 
and the prostatic fluid contained only a few pus cells. 
The cystoscope was introduced with difficulty owing to 
gonorrheal infiltration of the urethra, in other words a 
soft stricture. This was dilated with sounds and the 
cystoscopic examination made. The bladder wall was in- 
flamed, but the urine as it escaped from the ureteric 
orifices was quite clear. I was greatly surprised to notice 
this, because I fully expected in view of the persistent 
aching at the left side to find the kidney infected. His 
bladder was washed out with permanganate of potash. In 
twenty-four hours his temperature was normal and did not 
rise again. With frequent bladder irrigations of per- 
manganate of potash and another dilatation of the urethra, 
he was discharged from hospital in a fortnight free of all 
symptoms, with clear urine and his renal aching gone. 

Since that time I have met the same phenomenon 
on a number of occasions, that is pain in the kidney 
region when the infection was confined to the 
bladder. I have noticed it both in males and females 
and on both the right and left sides. Unless this 
fact is known, disastrous errors in diagnosis are 
likely to occur, as is seen in the following case. 

Some time ago I was asked to examine with the cysto- 
scope a female patient whose condition was diagnosed as 
right renal tuberculosis. She had symptoms of cystitis 
of some months’ duration, purulent urine, frequent and 
painful micturition and persistent aching in the right loin. 
Tubercle bacilli could not be found in the urine. Cysto- 
scopic examination revealed patches of granular cystitis, 
but the ureteric orifices were healthy and the urinary 
jet from each was perfectly clear. Despite my objection 
the surgeon persisted in his diagnosis and removed a 
healthy kidney on the right side. 

Of course, in many cases symptoms of cystitis 
with renal pain or colic on one or other side mean 





that the kidney on that side is infected, but it is 
important, as I have shown, to realize that this is not 
necessarily so and unless care is taken to prove this 
with the cystoscope, grave errors will be made. 


Diseases of the Ureter. 


Space could not possibly permit anything like an 
adequate description of the diseases of the ureter 
and it would serve no useful purpose were I to 
attempt it. 

I propose to confine my remarks to clinical obser- 
vation on some of the commoner diseases met with 
in general and urologic practice. 


Ureteritis. 

Whether primary ureteritis occurs or not is 
somewhat debatable. On theoretical grounds in 
view of its length, its rich blood and lymphatic 
supply, there is no reason why organisms circulat- 
ing in the blood from some other septic focus, such 
as teeth or tonsils, should not be deposited in the 
ureteral wall just as they are in the bones and joints 
and kidneys. 

When we come to the question of stricture of the 
ureter we shall see that it is highly probable that 
some of these strictures are the result of contrac- 
ture following on the healing of localized patches of 
primary ureteritis. I would rather confine my 
remarks here to a form of secondary ureteritis; a 
ureteritis secondary to or associated with pyelitis 
or cystitis or both. 

Acute pyelitis, so called, is a common disease and 
needs no description here. All practitioners are 
familiar with it and with its variations from a 
mild disease to one of fulminating severity. The 
great bulk of these patients get better with appro- 
priate treatment, such as rest, suitable diet, the 
administration of alkalis and so forth. In many 
of the cases the organisms are blood borne and 
deposited in the kidney; in other cases the infection 
ascends to the kidney from a cystitis below and 
a common type is associated with pregnancy. What 
is not generally known is that in a certain propor- 
tion of these cases there is an associated ureteritis, 
the condition then becoming one of pyelo-ureteritis 
and often there is tenderness to palpation along the 
course of the ureter. 

The outstanding clinical fact is that a certain 
proportion of patients suffering from acute pyelitis 
verge into the chronic state and become the despair 
of everyone. The treatment of these individuals is 
fraught with many difficulties. I am greatly dis- 
appointed in vaccine therapy and have rarely seen 
it do any good. From my observations of a large 
number of these cases in the last six years, I am 
convinced that the chronicity in many of the con- 
ditions is due to an associated ureteritis. 

Ureteritis produces narrowing of the ureter, really 
a condition of soft stricture due to cellular infiltra- 
tion of the ureteral wall analogous to the gonor- 
rheal “soft infiltration” of the urethra, so aptly 
named by Oberlander. 

If such be true, then the chronicity of these 
cases of pyelitis immediately falls into line with 


| many other surgical conditions in which chronic 
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infection is kept up through faulty drainage. Many 
urologists now treat these patients by irrigation 
of the renal pelvis through a ureteric catheter intro- 
duced by the cystoscope and the results obtained 
are far above any treatment devised hitherto. 
Several able physicians with whom I have discussed 
this matter, frankly admit that these cases of 
“chronic pyelitis” should be dealt with by urologi- 
cal means. Washing out the renal pelvis with 
various chemical agents, such as silver nitrate, 
“Argyrol,” colloidal silver and so forth, is supposed 
to have a curative effect. I have often strongly 
suspected that the chemicals had very little to do 
with the treatment, but that rather the great bulk 
of the benefit derived was due to dilating an associ- 
ated soft stricture of the ureter due to ureteritis 
and thus establishing good drainage from the 
kidney. 

‘It was with this end in view that I investigated 
a series of cases of chronic pyelitis. The procedure 
was to take a ureterogram first in order to demon- 
strate any narrowing of the ureter; then the ureter 
was dilated with a graduated series of catheters 
and the pelvis washed out with normal saline solu- 
tion only. In most of the cases I could demon- 
strate the stricture of the ureter and in all of them 
the improvement was remarkable. I do not now 
irrigate the pelvis with solutions of silver nitrate 
et cetera as recommended by some urologists. The 
reaction is often too severe. I am satisfied that 


dilating the ureter is the fundamental part of the 


treatment, not chemical irrigation. I can recall 
to mind two cases in particular that strikingly 
illustrate this contention. 


The first was a young man referred to me by a colleague 
(a physician). The patient had an acute attack of pyelitis. 
By the end of nine weeks of medical treatment he was 
not cured, but much improved. There was still pus in the 
urine with Bacillus coli communis organisms; his evening 
temperature was slightly raised, he had aching in the right 
loin, attacks of bladder irritation (reflex) and occasional 
headaches, with a dirty tongue. I dilated his ureter with 
a number VI. ureteral catheter and washed the pelvis of the 
kidney with very diluted permanganate of potash solution. 
I fully expected to have to repeat this dilatation for a few 
times at weekly intervals. This was never needed. From 
the first dilitation his improvement began, until at the end 
of a week no traces of his old complaint remained. I 
frankly admit that I was as surprised as anyone at the 
rapidity of the cure. 

The other case was that of an elderly lady referred by a 
surgical colleague. She was known to have had pyelitis 
and bacilluria for many years; she apparently had been 
content to put up with this until recently she began to 
get severe left renal colic. She was referred to me, as 
her surgeon suspected a stone in the left renal tract. 
X-ray examination revealed no stone. I dilated her left 
ureter with a Garceau catheter through the operating 
cystoscope. Her improvement was rapid. The treatment 
was repeated one week later and from then all her symp- 
toms disappeared. The urine became clear and at present, 
four months after her discharge from hospital, she is 
quite well. 

Stricture of the Ureter. 

The question of stricture of the ureter is a wide 
one, but strictures are more common than has 
hitherto been supposed. Common causes of simple 
stricture are a previous attack of pyelo-ureteritis: 
the healing of ulceration produced by a ureteric 
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stone; secondary ureteritis due to pelvic cellulitis 
in the female. All these conditions are apt to pro- 
duce stricture of the ureter with the characteristic 
symptoms of renal distension and possibly infection. 
They are treated by dilatation of the stricture with 
bougies introduced through the cystoscope. The 
more serious condition of tuberculous stricture is 
beyond the scope of this paper, because it rightly 
belongs to the vast subject of genito-urinary 
tuberculosis. 
Kinks in the Ureter. 

It has surely been the experience of every medical 
man to meet with patients who complain of renal 
colic and in whom there is no evidence of stone 
or infection in the renal tracts. 


The urological surgeon certainly sees a large 
number of such patients and many of them tax his 
resources to the utmost to determine just what the 
cause of the pain is. After eliminating those obscure 
cases of soft stone which are not disclosed by the 
X-rays, ureteric strictures and other rare condi- 
tions, there are not a few due to kinking of the 
ureter brought about in a manner that I have not 
seen described elsewhere. I personally have had 
a considerable number in recent years. In investi- 
gating cases of this sort the fundamental thing 
to do is to determine whether the pain complained 
of is really a renal pain or not. 


At first sight this would seem a gratuitous state- 
ment, but it must be remembered that these patients 
do not always complain of reno-ureteral colic, but 
of a pain due to distension of the renal pelvis which 
takes a variety of forms as I have described in detail 
under the heading of symptomatology. 


The late John B. Murphy pointed out that a 
pain of this sort can be very readily identified by 
reproducing it. This is done by passing a ureteral 
catheter on the suspected side and distending the 
pelvis and ureter until pain is reproduced. Even 
in patients of only moderate intelligence pain of 
this kind is immediately recognized and identified. 
The distending medium I use, is either sodium 
bromide or iodide in 25% solution. This is im- 
pervious to X-rays. When the kidney and ureter 
are at the optimum state of tension a picture is 
taken which gives a clear cut outline of the calyces, 
pelvis and ureter, the uretero-pyelogram. Familiar- 
ity with this procedure enables the operator to 
deduce many things. He can identify the pain 
complained of from a number of similar pains, such 
as gall bladder pain, chronic appendiceal pain, 
referred pain from the pelvic organs or spondylitis 
deformans and so forth. He can determine any 
abnormality of the outline of the calyces, pelvis or 
ureter produced by bands, strictures, aberrant 
vessels, growths et cctera. 

Working along these lines I have found that a 


' not uncommon condition is kinking of the ureter 


at about that position where it leaves its attach- 
ment to the peritoneum to enter the perirenal fat. 
I have already described this in detail. With a good 
pyelogram showing an evident kink of the ureter or 
a fusiform dilatation of the ureter beginning above 
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Figure I. 
Stone in Pelvic Portion of Ureter; Catheter Ficure II. 
Passing the Shadow on Two Exposures. Dilatation of Ureter Above Stone. 























Figure III. . FIGURE V. 
Two Renal Calculi; Pyelogram and FiGureE lV. Hydronephrosis of Pelvic Type. 
Superimposed Film. Normal Pyelogram. 

















Ficure VI. Figure VII. 
Hydronephrosis of Renal Type. Chronic Pyelitis. 
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FIGureE I. 


Showing a Kink at the Junction of the 
Pelvis and Ureter. 





Figure III. 


Large Hydronephrosis and Hydro-ureter due to Stone the 
Size of Pigeon’s Egg in Pelvic Position of Ureter. 











F:icure II. Ficure IV. 


Kink in Ureter where it leaves Perirenal Fat to Kink in the Ureter just below its Junction 
become Attached to Parietal Peritoneum. with the Kidney Pelvis. 
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an obvious constriction, one can learn to recognize 
the cause of the kinking and deal with it by opera- 
tion. The grosser forms of ureteral kinking due to 
an aberrant renal artery have been described by the 
Mayo brothers. An interesting cause is an aberrant 
renal artery which runs directly to the lower pole 
of the kidney with the ureter crossing in front of 
it instead of behind as it should do. The result is 
that the ureter becomes “bow strung” across this 
vessel with hydronephrosis resulting. The remark- 
able thing about this condition is that though it is 
obviously congenital, these patients do not usually 
develope symptoms until adult life. 

Some years ago I removed a large hydronephrotic 
kidney from a girl of eighteen who had only com- 
plained of symptoms for about twelve months. Her 
kidney was reduced to a mere shell of fibrous tissue. 
The ureter had become kinked across an aberrant 
renal artery. I believe the specimen is in the 
museum at the University. 

Another cause of kinking of the ureter has rela- 
tion to the ovarian or spermatic veins. These vessels 
pass up on the outer side of the ureter and at a 
variable distance below the pelvis of the kidney 
cross the ureter to join the vena cava on the right 

-side, the renal vein on the left. As they cross the 
ureter I have noticed a firm little fibrous band at 
this point binding the vessel to the ureter and both 
to the peritoneum. As long as the alignment of 
the ureter is maintained, no kinking will occur. 
But any increase of the mobility of the kidney or 
any physical alteration of the position of the ureter 
below, such as increasing adiposity or visceroptosis 
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solved; there is no doubt that the pathogenesis and 
growth of any psycho-neurosis presents a problem 
that is extremely complex and in the case of the 
soldier the whole condition is made more complex 
by certain factors which are not always so appar- 
ently operative in these distressing conditions as 
seen in civil life. One of the most important of 
these contributing factors is of course the economic 
gain by the flight into illness. 

There are two things especially to be learned by 
the observation of the neurotic soldier; one being 
that wrong treatment (and most of the treatment 
given to these patients has been wrong either in 
regard to its quality or its long continuance in one 
or more forms) is actually worse than no treatment 
and the other is that in the vast majority of cases 
time does not work a cure, contrary to the soothing 


| advice so often wisely given by medical prac- 
_ titioners. 


These psycho-neurotic patients are still presenting 
themselves for treatment in a steady stream. 

The above considerations alone are sufficient 
excuse for presenting some observations on these 
distressing and highly interesting conditions based 


| as they are on a close and intimate study of some 


| hundred odd cases. 


But further excuse is easily 
found in the fact that anything which will enlarge 


| our knowledge of the pathogenesis and treatment of 


and so forth, is apt to set up a kink in the ureter. | 
Partial intermittent blockage is set up with inter- | 


mittent pelvic distension pain in consequence. 
These patients are often branded as neurotics and 
I regret to say that I too have fallen into that 
trap. 

I operated on a young nurse for this cause. 


She ascribed her trouble to lifting a heavy patient. In 


her case the kink in the ureter was due to a small fibrous | degree. 


band at the spot where the ovarian vein crossed it. 
She had had her appendix removed under a mistaken 
diagnosis. In her case the sudden strain of lifting the 
patient apparently stretched the kidney supports allowing 
a moderate descent of the kidney, the ureter being firmly 
attached by a little band where the ovarian vein crossed it, 
became kinked and partial intermittent obstruction 
resulted. She was well two years after operation. 


Space hardly permits any further discussion of 
ureteric diseases, such as ureteric stone, nor of 
operative technique. It will suffice if I have 
shown that pathological conditions of the ureter 
cause many of the obscure abdominal symptoms 
that medical men are called on to treat. 

a 


THE PSYCHO-NEUROSES OF SOLDIERS AND 
THEIR TREATMENT. 





By Paut G. Dang, M.D. (Melbourne), 
Neurologist, Caulfield Repatriation Hospital. 





Ir is now six years since the war ended and the 
problem of the genesis and treatment of the psycho- 
neurotic soldier is still one that remains to be 





these mental states and stimulate thought and dis- 
cussion may lead to a lessening of the economic 
burden entailed on the community and a mitiga- 
tion of the awful suffering that these unfortunate 
members of our army are still undergoing. 


Classification of Neuroses. 

It is necessary for descriptive purposes to adopt 
some method of classification, but it must be clearly 
understood that in very few cases are the signs and 
symptoms so well defined as to enable a definite 
clinical label to be attached. In civil cases this 
difficulty is also encountered, but not to the same 
Cases of pure hysteria or pure compulsion 
neurosis are met with in ordinary practice, but in 
practically every instance of war neurosis there is 
a large amount of definite anxiety complicating the 
other symptoms. 

I have therefore endeavoured for the purpose of 
this paper to make a rough classification into: 
(i.) Anxiety states; (ii.) compulsion neurosis; 
(iii.) conversion hysteria; (iv.) neurasthenoid 
condition; (v.) organic conditions with which are 
associated a psycho-neurotic disturbance. 


Anziety States. 

The symptoms in anxiety states rank from 
ordinary nervousness up to a condition of almost 
complete helplessness, from excessive anxiety and 
strong phobias. 

Some of these men are in such a state of anxious 
tension that they can barely face contact with or 
hold communication with another person. Others 
have their lives made miserable by fears of all sorts, 
chiefly of noises, trains, traffic, knives and fears of 
insanity. These conditions roughly correspond to. 
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anxiety hysteria as defined by men such as Freud, 
Jones, Brown and others. Anxiety neurosis as a 
pure state is practically never seen; compared with 
civil practice it is very rare. 
Compulsion Neurosis. 

Compulsion neurosis with anxiety states consti- 
tutes the condition from which the main bulk of 
the patients suffer. . 


In this condition there is also more or less 
anxiety, but the main symptom consists in one or 
more compulsions generally to commit suicide or 
kill a near relative or relatives. 

The compulsions are never so varied or bizarre 
as those found in similar cases in civil practice, but 
are more stereotyped. They have nearly always 
been towards suicide or homicide, but the ultimate 
effect is the same as in civil cases, there being an 
almost total incapacity for work due to the enor- 
mous amount of psychic energy taken up in fighting 
the compulsion. 

Anxiety may be present in a mild or in an exces- 
sive degree and overshadow the compulsion, but 
the latter is spoken of sooner or later during treat- 
ment when the patient has become confident in the 
medical man. 


Conversion Hysteria. 

In conversion hysteria, which is a well known 
state, there is some definite physical sign or signs 
such as paresis, contracture, bodily pain, fits and 
so forth, accompanied, however, in these war cases, 
generally, by more or less definite anxiety. 

Neurasthenoid Conditions. 

I use the adjective neurasthenoid rather than the 
noun neurasthenia for the reason that it does not 
connote any definite condition or disease sui genesis, 
but rather an ill-defined group characterized by 
weakness, bodily pains, anorexia, constipation and 
anxiety in a lesser degree than in the anxiety states. 


Organic Disease and Psycho-Neurotic Disturbance. 

In the class of organic disease are placed 
patients who manifest one or more of those 
signs known to be diagnostic of organic disease of 
the central nervous system or who give the “general 
impression” of incipient organic disease together 
with associated psycho-neurotic symptoms. 

Among these diseases there may be mentioned 
mental defectiveness, dementia praecox, dissemin- 
ated sclerosis, epilepsy, locomotor ataxia, enceph- 
alitis and gun-shot wound of the head. 

Pathogenesis. 

There is probably no more difficult problem in 
the whole range of clinical medicine than to dis- 
cover the origin and trace the growth of a psycho- 
neurotic symptom or condition. 

We are here at once confronted with the mystery 
of the relationship of mind and matter (although, 
I am aware that some purport to find no mystery 
or difficulty in solving this relationship) and also 
the organic bases of instincts and emotions. 

It is not the purpose of this article to touch 
upon these problems, but it can be definitely stated 





that so far no purely material explanation of such 
a psychic process as a dream or a compulsion or a 
phobia is forthcoming nor does it appear likely that 
such will be produced. And so without denying 
the material bases of mental phenomena we are 
compelled to investigate the psychological bases of 
these phenomena and seek there in the broad world 
of experience for clues or facts which will lead to 
an understanding and cure. The psycho-neurotic 
patient has been and still is treated by drugs, gland 
tabloids, massage, baths, trips to the country and so 
forth without any result except perhaps bad ones 
such as the fixation of the symptoms and the enrich- 
ment of the quack. ; 

It ought now to be plain to all medical men that 
psycho-neurotic conditions cannot be successfully 
treated by these materialistic means, for some of 
these states disappear without treatment and others 
persist in spite of all treatment. 


There is, however, now, thanks to the labours of 
such men as Charcot, Janet, Freud, Putnam and 
others, a clearer understanding of medical psy- 
chology and a considerable body of clinical evidence 
that these emotional disorders can be understood 
and cured. 

The basic factor on which the modern conception 
of the psycho-neurosis rests, is that of the “uncon- 
scious mind” with resulting mental conflict and dis- 
harmony between this functioning of the mind and 
the newer and higher functioning of consciousness, 
the two terms of mental life being used purely in 
a descriptive fashion. 

From this basis the conception of other mental 
mechanisms such as repression, conversion and so 
forth has been evolved. There is at present no possi- 
bility of understanding a psycho-neurotic condition 
except through a very earnest study of modern 
psychological theories and further a very close study 
of the psycho-neurotic individual. One may have a 
most intimate knowledge of the anatomy of the 
brain and cord with its layers and ganglia and asso- 
ciation fibres and tracks without being in any way 
helped towards an understanding of the problem of 
a dream, a phobia, a conversion symptom or a 
compulsion. 

But above all the medical practitioner must be 
brought into intimate personal contact over a con- 
siderable period of time with each neurotic patient 
before he can realize the terrible suffering and in- 
capacity which in many cases are the result of these 
conditions. It is this contact further which alone 
developes a sympathy for these patients without 
which one can hardly undertake a cure. The ques- 
tion always arises in one’s mind: Is there any one 
definite underlying basis for the many different 
psycho-neurotic manifestations? Freud and his 
followers assert that there is and that all psycho- 
neurotic manifestations have as their common root 
a disturbance in the psycho-sexual life. Adler and 
his followers assert that the root disturbance is an 
organic inferiority which the individual realizes 
and attempts to compensate for by the striving for 
mastery through the symptoms. 
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Jung has evolved a system somewhat akin to the 
Freudian concept but without allowing the sexual 
life the premier position in the symptom formation, 
the disturbance as he believes being due rather to 
the ego and its life’s purpose. 

Many British psychologists while accepting some 
part of the Freudian mechanism consider that the 
position is more simple that the symptoms at any 
rate of the war neurosis are due to disturbances of 
the instinct of fear. 

I must confess that to me the problems of the 
psycho-reurosis can be understood only on the lines 
laid down by Freud. 

In civil cases by proper psycho-analysis it can 
always be shown that sooner or later during the 
course of analysis a definite disturbance in the 
sexual life is disclosed, nor is this to be wondered 
at seeing that practically no one leads even super- 
ficially a normal sexual life. This is further exem- 
plitied in a study of the psycho-neurotic soldier 
for in many cases one can even by superficial 
analysis or an ordinary anamnesis discover very 
striking aberrations in the sexual life, such as 
decrease in the sexual desire up to abhorrence of the 
opposite sex, all degrees of impotence, masturbation 
and dreams which are manifestly of a sexual 
nature. It is not possible to question all patients, 
some resent it, nor is it possible to analyse every 
condition, but if one does take the trouble to do 
either or both of these things, one will be surprised 
at the frequency with which the patient will tell of 
abnormal sexuality. 

Space does not permit an extensive discussion of 
the psycho-sexual aspect of war neuroses, but inves- 
tigation discloses that they are built upon the 
typical Freudian concepts and the homosexual and 
narcissistic components appear to be the ones most 
generally disturbed. 

I have not been able to demonstrate the mechan- 
isms of Adler and Jung nor is it indeed easy to 
follow either of these writers in the translations of 
their works which I have read. 

The ideas of many British psychologists are quite 
too simple to explain the symptom formation, the 
instinct of fear with its repression could not and 
does not explain the long continuance of these 
states. Many of these patients knew no fear and 
in those in whom a cure is brought about by the 
recovery of a war amnesia and accompanying 
abreaction, there still remains a residuum of symp- 
toms, which although perhaps mild still require 
further elucidation. If the analysis is then con- 
tinued (it may not always be desirable to do this) 
one meets with great resistance and gradually 
a psycho-sexual factor, in which there can nearly 
always be clearly traced a disturbance of a narcis- 
sistic or homosexual nature, is observed. 

The history of many of these patients before, 
during and since the war and the history of the 
psychic trauma which precipitated the conditions, 
clearly show narcissistic and homosexual trends. 
Some are boastful, egotistical and complain of 
symptoms in almost every region of the body, others 


} 









| 
| have been solitary, somewhat asocial wanderers. In 


others again the psychic trauma was such as the 
death or mutilation of a loved comrade more than 
an actual trauma to themselves or the psychic situa- 
tion may have been such as to lead to conduct, the 
nature of which they are unwilling or ashamed to 
recognize as their own actions. Others again are 
men who in spite of great sexual temptation whilst 
in the army have undergone complete denial and, 
lastly, there are some who witnessed homosexuality 
or who in some way or other were brought into asso- 
ciation with either alleged or actual homosexual 
situations whilst on service. 

These facts together with the results of psycho- 
analysis on those suitable for such treatment lead 
one to believe that there is no difference in the 
psychic basis or psychic mechanisms involved in 
the neuroses of peace and war. 

This position is a tentative one and is always 
open to review if further investigation or criticism 
can show any errors. 

Analysis of Cases. 

It is not necessary to publish the individual case 
histories but the following tables indicate the 
physical and mental status, treatment, results and 
so forth. Under the heading of treatment analysis 
includes all cases in which a war amnesia existed 
and in which an attempt at recovery was made as 
well as those cases in which a thorough psycho- 
analysis was made. 


TABLE I.—SHOWING PHysICcAL STATE OF ONE HUNDRED AND 
Forty-FIvE PATIENTS EXAMINED. 








Description of Physical State. Number. | Percentage. 
Good : ah bel ats Get 82 56.6 
Moderately good. Bec ak) cath 18 12.4 
Poor é 4 Ve ee 22 i 14.6 
Lymphatic Or eee eee 14 9.6 
Poor physique and also 

es ” 9 6.2 


lymphatic type 





By lymphatic in Table I. is meant a bodily type 
in which the secondary sexual characters are poorly 
marked or approach the feminine type. If all the 
lymphatic type are grouped together it forms the 
second largest group. 


TABLE II.—SHOWING MENTAL STATE OF ONE HUNDRED AND 
Forty-FIvE PATIENTS EXAMINED. 











Description of Mental State. Number. on 
Good Ae Bie ws | ea 54 | 937.2 
Moderately good na eG | (ee 32 22.06 
Poor ee ta" fos Re 26 17 

3 | 22.7 


Mentally deficient whey state i’ Sepe 33 


ororrsetree ra 
| Intelligence tests were used only in a limited 
| number of those shown in Table II. but the group 
| classed as mentally deficient were so obviously 


| below normal mental standards as to render intel- 
| ligence tests unnecessary. 
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TABLE III.—SHOWING CORRELATION BETWEEN PHYSIQUE AND MENTAL Sratus. 





Description of Mental Status | 


Description of Physical Condition 


Percentage 


Total Number | According to 





| Poor Mentality 


Table I. 
Mentally Deficient 





12 
4 
4 
1 
6 


Good 

POOr.; > 
Lymphatic type . 
Lymphatic type and poor 
Moderately good © 


If the tests had been applied to all and necessary | 
corrections made I have no doubt that some placed | 
in the poor group would have been then placed in | 


the mentally deficient group, bringing that group 
to somewhere about 30% of the total. 

It is obvious that certain physical types are more 
often associated with poor mentality and mental 
deficiency than others—this correlation is more 
often seen with a poor physique and a lymphatic 
type than with any other, that is 77.7%. Next to 
this we find that poor physique itself is most often 
associated with low mental states (68.1%). 

Definite aberration in sexual life was found in 
54 or 37.2% of whole group. Definite organic 
diseases were found in 30 or 20.6%. In no cases 
was there any improvement in the psycho-neurotic 
conditions observed by treatment directed to the 
organic disorder. 


Treatment. 


The results of treatment are shown in Table IV. 

No treatment was used with forty-seven patients. 
Other forms of treatment for small groups were per- 
suasion, explanation, rest and so forth, together 
with indirect suggestion. 

The results of treatment cannot be expressed 
adequately in percentages, but it is to be noted that 
with analysis there was over 33% of considerable 
improvement as against a little over 20% with 
hypnosis and suggestion. There is no doubt that 
analysis is quite the better method of treatment, 
but it is impossible to treat all patients by this 
method owing to considerations of available time, 
aptitude of patient and so forth. Treatment by 
analysis is altogether more satisfactory to patient 
and doctor than any other method. In some cases 
the relief given is so dramatic and profound that 
this in itself has a highly valuable effect. 

Suggestion is valuable, but in my opinion its 
value is definitely increased in the hypnoidal state 
which in itself is one of perfect rest. Moreover it 
nearly always leads to better natural sleep which 
in most cases is greatly disturbed ‘prior to treat- 
ment. Some few patients were found unreliable in 
their statements and actions and some refused treat- 
ment by psycho-therapy, others were judged on 
account of ignorance, egotism or mental deficiency 
to be not amenable to psycho-therapeutic measures. 





26.7 
68.1 
42.8 
77.7 


10 
11 





Accessory Factors in Treatment. 
Work. 

It is essential that all these patients be given 
occupation of some kind. I make it a rule that “no 
work no treatment,” but it is not quite as easy to 
make the rule work as to formulate it. 

This is one of the great drawbacks to any insti- 
tutional treatment the patient has so much time on 
his hands which is employed in smoking and talking 
with others about the medical man and his methods. 

It would be far more economical and probably 
give better results to treat a great number of these 
patients as out patients at a clinic if at the same 
time an endeavour was made to keep them at some 
sort of civil occupation. The hospital could then 
be reserved for patients who were too ill to do any 
work or who did not have any home in which to 
reside. 

Food. 

Food should be light and contain an abundance of 
raw vegetables and fruit together with milk and 
eggs. The ordinary hospital diet is too highly 
cooked and has more or less a sameness of flavour 
and appearance and is therefore not appetising to 
these patients who are often underweight and per- 
haps a little anemic. 


Special Accommodation. 


Separate wards or special hospitals should in my 
opinion be provided. If these psycho-neurotics are 
treated in an ordinary hospital they are subjected 
to a good deal of uncalled for criticism by the other 
patients who class some of them as “macnoon” ; the 
authority of the doctor is also gravely undermined 
by the same kind of criticism. Many of the long 
standing hospital patients get to know too much 
and constitute themselves as critics and judges of 
all the doctors and their treatment, but upon none 
of them are such undeserved criticisms freely passed 
as upon the phycho-therapeutist. 

I am in a position to affirm that the chances of 
recovery of a certain number of psycho-neurotics is 
definitely lessened and in some cases actually des- 
troyed by these influences without taking into 
account many other minor deterring influences such 
as noise at night time, deaths and so forth all of 
which greatly irritate many of the sufferers from 
these disorders. 


TABLE IV.—SHOWING RESULTS OF TREATMENT. 





Form of Treatment Used 


| Improvement 


Considerable 
Improvement 


| No Result 





Hypnosis and ee 26 


Analysis .. .. sok Siw Be = 


12 
11 
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SATURDAY, APRIL 25, 1925. 


——— 


Mational Wealth Insurance. 





THE Royat ComMissIon appointed to inquire into 
the question ef national health insurance has issued 
its first progress report. The text of this report 
will be published as soon as space is available in 
this journal. The commissioners have wandered far 
outside the true limits imposed on them by their 
reference. Many of their findings must meet with 
the approval of all who have studied the sociological 
and economical position of the Australian people, 
while others will be found to be either debatable 
or unacceptable. 

The commissioners recommend the establishment 
of a compulsory national insurance fund with sick- 
ness, accident, invalidity, maternity and _ super- 
annuation benefits. The administration of this fund 
should be under the control of the Government. 
There is a significant omission in connexion with 
this part of the report, in that the contributors 
to the fund are not defined. Mention is made of 
wage and salary earners, but this distinction is 
very vague and the only indication given of the 
intention of the commissioners is that implied in 
the statement that at present only 524,000 out of 
approximately 1,648,000 wage and salary earners 
have made voluntary efforts to provide against the 
event of incapacity caused by illness or accident. 
The scheme anticipates the age of sixteen for entry. 
No sickness benefit would be payable after the 
insured man has attained the age of sixty-five or 
the insured woman the age of sixty years. The 
statement is made that the estimated average adult 
wage for males working for the full week was 
£4 14s. 3d. on June 30, 1924, and for females £2 10s.. 
The wage earner is generally unable to provide 
unaided for the contingencies of illness. The use 
of the word generally is unsatisfactory in this 
regard. Before the proposition can be accepted 
that every wage and salary earner should be re- 
quired to contribute to this form of insurance, it 









should be ascertained what the maximum annual 
earnings of the 1,278,000 men and of the 370,000 
women are and how many are earning over, let 
us say, six pounds a week or £312 a year. The 
claim is made that the existing systems of mutual 
insurance have failed in Australia. That the 
friendly societies have reached a very large pro- 
portion of those who need assistance in time of 
incapacity, cannot be doubted, even if the commis- 
sioners are justified in asserting that there is much 
overlapping, duplication and waste of effort under 
the voluntary systems. Without discussing at pre- 
sent the details of the proposed benefits, we suggest 
that a compulsory insurance of this kind should be 
limited to wage-earners whose gross income does 
not exceed a fixed amount and that wage-earners 
with incomes above this amount and below a second 
fixed sum should be permitted to join the scheme 
on a voluntary basis. The chief defect of the pro- 
posals, however, lies in the fact that no provision 
at all is made for the unemployed and the un- 
employable, the people who need assistance more 
than anyone else. 

The second matter of essential importance in 
the report is that of medical treatment of existing 
disease and injury and of the prevention of disease 
and injury. The commissioners hold that, while a 
national health scheme to provide for adequate 
medical treatment and for the prevention of illness 
and accident is desirable, this scheme should be 
dissociated from the administration of the national 
insurance fund. They hold that health supervision 
is not necessarily a subject for insurance and that 
medical benefit is a matter for the health depart- 
ment. They that have 
been put forward, that the sum paid to the insured 


mention the . proposals 
weekly during illness or injury should suffice to 
cover the private fees of medical practitioners or 
that the Government should engage whole-time 
medical officers to provide medical treatment. The 
second suggestion can be dismissed summarily. The 
medical profession would not accept it. It will be 
remembered that the scheme put forward by the 
Federal Committee embraced the former proposal. 
The essential difference, however, between the 
scheme of the Federal Committee and that lightly 
touched by the commissioners is that the former 
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included medical treatment for employed persons 
earning less than a fixed income, unemployed per- 
sons and unemployable persons. The commissioners 
have failed to recognize that national health insur- 
ance involves upon the Government a large financial 


responsibility which must be shared by employers. | 


To cast the whole burden on the worker and to 
limit the benefit to those earning good money is to 
avoid the real issue. 


There are many other important matters con- 
tained in the report which will be discussed in 
subsequent issues. 


_ 
— 





Current Comment, 


VITAL CAPACITY IN HEART DISEASE. 


ALTHOUGH many observers in earlier times triea 
to estimate the volume of respired air, it was 
Hutchinson in 1846 who first investigated the 
capacity of the lungs and the respiratory functions 
“with a view of establishing a precise and easy 
method of detecting disease by the spirometer.” In 
spite of this study and that of many others who 
succeeded Hutchinson, all attempts to use the esti- 
mation of vital capacity for clinical purposes, were 
unavailing. With the advent of the Great War, 
however, the estimation of vital capacity was found 
to be of some service, particularly in regard to the 
examination of candidates for the Flying Corps. 
Dreyer was among those who laid stress on its value 
in this connexion. 


It is evident that the vital capacity of normal, 
healthy individuals must present considerable 
variation. The age of the person will have some 
bearing and his height and weight will exert an 
influence on the readings obtained. It is obvious, 
too, that other factors have to be considered, such 
as the occupation and physical condition of the 
individual. People who have done hard, outdoor 
work, who have trained for athletics for long 
periods of time, who have played wind instruments 
or who have undergone courses of training in sing- 
ing and voice production, will naturally have a 
larger vital capacity than those whose life has been 
sedentary. Their activities have called for larger 
respiratory effort and for respiratory control. If 
such an individual becomes affected by a cardiac 
condition or a lesion of the lungs, the vital capacity 
may be diminished, but it may still be represented 
by a figure at least as high as that regarded as 
normal for a person of identical height and weight. 
In a clinical assessment these facts will have to be 
considered. 


In the estimation of normal values for vital 
capacity several standards have been used. These 
include the standing height, surface area and body 
weight standards. Each standard has had its advo- 








cates. The surface area and body weight standards 
have probably been used more frequently than any 
other. West found that for each square metre of 
body surface men have a vital capacity of two and 
a half litres and that women have a capacity of two 
litres. Dreyer drew up a formula for this estima- 
tion of normal vital capacity based on the body 
weight and to a certain extent body surface area. 
The application of vital capacity estimations to 
clinical conditions received a stimulus with the 
work of Peabody and Wentworth in 1917. They 
pointed out that patients with heart disease became 
dyspneic more readily than healthy subjects and 
that this tendency seemed to depend largely on their 
inability to increase the depth of their respiration. 
They found that this inability corresponded to a 
diminished vital capacity. Levison held that the 
vital capacity of patients with cardiac disease was 


| roughly parallel to their dyspneea and that this fact 


might be of use in differentiating true from false 
dyspnea. Others such as Ulrich and Nathanson 
believed that the vital capacity test was of much 
assistance in treatment of cardiac conditions. 


Dr. Thomas Ziskin has recently discussed vital 
capacity as a functional test in heart disease.’ Dr. 
Ziskin made observations on a group of two 
hundred and seven patients suffering from cardiac 
conditions at the United States Veterans’ Bureau 
Clinic. Only those patients were selected for study 
who had no complications outside the circulatory 
system that would in any way affect the vital 
capacity. A careful clinical study was made and 
the functional capacity of the heart determined. 
The patients were then placed in five groups as 
follows: Class I. containing those with organic 
lesions who were able to perform their usual 
physical activitfes; Class II. containing those with 
organic lesions in two sub-groups: (a) those with 
slightly diminished physical activity and (6) those 
with greatly diminished physical activity; Class 
III. containing those with organic lesions of suf- 
ficient severity to prevent all physical activity; 
Class IV. containing those who were suffering from 
“possible heart disease,” and Class V. containing 
those with a potential heart lesion. The vital 
capacity was calculated by West’s body surface 
formula. The normal curve used for purposes of 
comparison was one obtained by Shepard and Myers 
from the examination of 3,500 university students. 
Six patients fell into Class I. They had never suf- 
fered from any symptoms of heart disease and the 
lesion was discovered only during routine examina- 
tion. The vital capacity in this group ranged from 
100% to 128% of the accepted normal. The 
majority of the patients were either in Class II. (a) 
or Class II. (b). Thus one hundred and eleven in 
Class II. (a) had an average vital capacity of be- 
tween 86% and 90% and the average vital capacity 
of seventy patients in Class II. (b) was between 
81% and 85%. Twenty patients in Class IV. who 
had no organic lesion, manifested an average vital 
capacity of between 96% and 100%. Dr. Ziskin 


| holds that these results tend to show that while the 
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vital capacity is usually reduced in the majority of 
ambulent patients with cardiac conditions, the 
range of distribution is very variable and cannot be 
limited by any class or group. He points out that 
the differences between those in Class II. (a) and 
those in Class II. (b) are not considerable. He also 
made a study of the series in an endeavour to deter- 
mine whether any relationship could be traced be- 
tween the type of the lesion and the vital capacity. 
He found that the vital capacity tended to be lower 
in mitral than in aortic disease and that it 
depended more on the severity than on the type of 
lesion. He concludes that although there is no 
doubc that the vital capacity in heart disease bears 
a relationship to the symptom dyspnea, he has not 
been able to show that the relationship is definite 
or that the reduction in vital capacity is parallel to 
the reduction in cardiac efficiency. Several other 
factors must be taken into consideration in deter- 
mining the cause of reduction and its relationship 
to cardiac efficiency. Activity of the vasomotor 
system must be considered as well as mechanical 
factors interfering with the movements of the chest 
wall and conditions within the chest itself. As a 
result of pathological examination of the lungs, Dr. 
Ziskin. agrees with Siebeck that the primary cause 
of dyspnea is an engorgement of the capillaries of 
the lung alveoli which in turn causes a distension 
of the alveolar walls and an increase of fibrous 
tisste with resultant inelasticity of the alveolar 
walls. Dyspnea is thus due primarily to an 
alveolar insufficiency. 

In discussing this question several points have to 
be remembered. In the first place we would draw 
attention to the fallacy of accepting the so-called 
normal figures. The variation 
healthy individuals is so wide and the same indi- 
vidual may by practice increase his vital capacity 
to such a considerable extent that the adoption of 
any normal standard becomes hazardous. In the 
second place the experience in pulmonary conditions 
teaches that the vital capacity is not a measure 
of the functionating respiratory surface. Dyspnea 
represents more than an alveolar insufficiency. 
There is a chemical side to the question and the 
nervous influence in a patient with an organic 
cardiac lesion must not be forgotten. In fact it is 
open to question whether Dr. Ziskin is justified in 
his attempt to use vital capacity estimations as a 
criterion of such a complex condition as an organic 
heart lesion. It is not surprising that he has been 
unable to establish a definite relationship between 
the vital capacity and the cardiac efficiency. 





EOSINOPHILIA IN SCARLET FEVER. 


In suppurative and inflammatory phenomena it 
is quite common to find a relative diminution or 
even an absence of eosinophile cells from the peri- 


pheral circulation. In scarlet fever this is not so, 
for it has been shown that the number of these cells 
may be increased both relatively and absolutely. 
Gulland and Goodall maintain that the eosinophile 
cells are diminished at the outset of the fever and 


in apparently. 





that they increase rapidly in simple, favourable 
cases till the height of the disease is past. They 
may in their opinion number 11% on the third day. 
They hold that eosinophilia may persist after the 
disappearance of the leucocytosis which is usually 
present, that the more severe the condition, the 
longer is the eosinophile cell count subnormal and 
that in fatal cases the count may not rise, but that 
these cells generally disappear from the circulation 
altogether. They also state that the behaviour of 
the eosinophile cells may be of diagnostic value in 
mild cases. The opposite view was expressed by 
Dudgeon. He stated quite definitely that no reli- 
able information as to the nature of the attack 
could be obtained by determining the number of 
eosinophile cells in the peripheral blood. 


This question has been studied by Dr. V. Marko- 
vitch and Dr. M. Gueratovitch whose findings con- 
firm those of Gulland and Goodall and even go 
beyond them.! They carried out their observations 
at the Military Hospital at Belgrade in thirty cases 
of scarlet fever. They recognized at the outset that 
the eosinophilic reaction depended largely on the 
clinical form of the disease. They therefore grouped 
the patients into three categories. The first con- 
tained those who suffered from a slight form:of the 
disease unaccompanied by complications. The 
second group comprised the septic forms of scarlet 
fever in which complications were present. The 
third consisted of malignant or “hyperseptic” forms 
of the disease terminating in death. Twenty 
patients fell into the first group. These all suffered 
from the classical.symptoms of the disease, the 
general condition remained good throughout and 
the usual course of the disease was followed. In 
all these patients the eosinophile count was raised 
from the start, in the majority the percentage was 
twelve and in some instances it rose to nineteen. 
This eosinophilia was maintained during the acute 
stages with slight oscillations. Towards the twelfth 
day of the disease when desquamation appeared, 
the eosinophilia began to diminish and about the 
twenty-fifth day a normal level was reached. In 
patients of the second group the eosinophile count 
was low during the acute stages and during com- 
plications. With improvement in the patient’s con- 
dition the count rose suddenly and after remaining 
at the higher level for a variable time it fell gradu- 
ally to a normal level during convalescence. In 
patients of the third group eosinophilia did not 
occur. Occasionally an eosinophilia of 1% was 
noted during the hours immediately preceding 
death. More rarely this phenomenon was noted 
during the first or second day of the disease. Drs. 
Markovitch and Gueratovitch also quote cases to 
illustrate their contention that the presence of 
eosinophilia will aid diagnosis in doubtful cases. 
They also state that the absence of eosinophilia in a 
patient whose condition is good, is sufficient to 
indicate that a rash is not scarlatiniform in origin. 
In conclusion they refer to the declaration of 
Winterfeld and Hahne that eosinophilia and 
desquamation indicate scarlatina. 





1La Presse Médicale, February 14, 1925. 
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Gbstracts from Current 
wevical Literature, 


PHYSIOLOGY. 





Increased Muscle Tension and 
Creatine. 


Previous work has shown that with 
increased tone in muscle there is in- 
crease in the creatine content of the 
muscle. J. M. Looney (American Jour- 
nal of Physiology, August, 1924) work- 
ing on the assumption that the 
creatine content of the blood was a 
function of the muscular tone and 
that a relaxation of muscle tone, if 

_ continued over a long period, would 
result in a decrease in the creatine of 
the blood, has determined the blood 
creatine of patients with involution 
melancholia and depressed dementia 
precoz. Both these groups were 
made up of patients in whom there 
was a general relaxation of muscular 
tone and a diminution in interest and 


attention. The creatine content was 
decreased in these cases. <A _ series 
of ten patients with katatonic 


dementia precox was also examined 
and here was found a pronounced in- 
crease in the creatine content of the 
blood. 


[ 

| 

| culation can occur quite normally in 
| the absence of all tissues endowed 
| with metabolic functions except the 
| heart and _ skeletal muscles, it is 
evident that such organs as the liver 
| do not play a special and indispensible 
| part in the reaction. It is thus impos- 
sible to suppose that an essential step 
in the disappearance of dextrose is its 
conversion by the liver under the in- 
fluence of “Insulin” into a reactive 
form. The isolated hearts and evis- 
cerated preparations from cats ren- 
dered diabetic by complete pancrea- 
tectomy have given results in all 
respects similar to those from normal 
animals. 


The Constancy of the Basal 
Metabolism. 


GRAHAM LusK AND E. F. Dv Bois 
(Journal of Physiology, October, 1924) 
have collected observations on the 
basal metabolism of men and dogs over 
a series of years and show that there 
is very little variation in any one indi- 
vidual. In one dog the variation over 
two consecutive years was only 2.9%. 
Zuntz at the age of forty-one years had 
a basal metabolism of eight hundred 
and four calories per square metre of 





Location and Nature of the Action of | 


“Insulin.” 


THE phenomenon of the disappear- 
ance of dextrose from the blood under 
the influence of “Insulin” is now 
familiar, but the method of the dis- 
appearance remains obscure. J. H. 
Burn and H. H. Date have endeav- 
oured to determine whether the sugar 
which disappears under “Insulin,” is 
immediately oxidized or stored in 
some form which has hitherto escaped 
detection, and what organs are con- 
cerned in the removal, whether by 
destruction or synthesis. Experiments 
were done on the isolated mammalian 
heart and on decapitated and eviscer- 
ated cats. Addition of “Insulin” to 
the perfusion fluid accelerates the re- 
moval of dextrose therefrom by the 
isolated mammalian heart, but the out- 
put of carbon dioxide by the heart 
is not proportionately increased so 
that the extra loss of sugar is not due 
entirely to increased oxidation. In the 
decapitated and eviscerated cat with 
constant infusion of dextrose “Insulin’’ 
produces the characteristic fall of 
blood sugar. If the blood sugar is pre- 
vented from falling by acceleration of 
the infusion, “Insulin” causes disap- 
pearance of sugar at many times the 
normal rate. The earlier stages of 
“Insulin” action are accompanied by 
increased consumption of oxygen 
which may be pronounced, but is 
seldom, if ever, sufficient for the oxida- 
tion of the extra sugar lost. The res- 
piratory quotient of such a preparation 
has always been unity and has re- 
mained practically unchanged under 
the action of “Insulin.” Immediate 
conversion of sugar into fat or lactic 
acid seems to be excluded. Since the - 
disappearance of sugar from the cir- 





surface per day and seven hundred 
and ninety-two calories when he was 
sixty-three years of age. Du Bois 
during a period of eleven years showed 
a variation of only 7.6%. 


Effect of “Insulin” on Blood Volume. 








| W. SmitH (Journal of 


J. B. S. Hatpane, H. D. Kay anp 
Physiology, 
October, 1924) have shown that the 
administration of “Insulin” to normal 
rabbits leads rapidly to a very appre- 
ciable rise in the blood volume. From 
the hemoglobin figures the blood was 
on an average diluted some 15% at 
the time of convulsions, although the 
individual variations from this figure 
were in some cases large. Since the 
total increase of fluid in the blood 
could not come from increased absorp- 
tion from the intestine, there appears 
no alternative to the view that the 
blood is actively diluted by a fluid 
containing little free phosphate, sugar 
or lecithin coming from the tissues. 
The clear evidence of thirst following 
“Insulin” injection falls into line with 
this partial desiccation of the tissues. 
Comparative quantitative determina- 
tions in blood before and after the 
giving of “Insulin,” particularly in the 
case of substances not equally dis- 
tributed between corpuscles and 
plasma can only be accepted if this 
change in volume is taken into 
account. The osmotic pressure of 
serum remains the same before and 
after the injection of “Insulin.” 


The Respiratory Wave in Arterial 
Blood Pressure. 


THE effect of respiration on the 
blood pressure has long been the sub- 
ject of discussion and the data ob- 
tained by different observers have 
been very contradictory. M. B. Visscher, 
A. Rupp and F. H. Scott (American 
Journal of Physiology, November, 





1924) have re-investigated the subject, 
using natural and artificial ventilation 
and normal and denervated hearts. It 
appears probable that the respiratory 
wave in arterial blood pressure is the 
resultant of a number of factors 
affecting the output of the heart. Most 
important is the lowered intra-thoracic 
pressure facilitating the flow of blood 
to the atria of the heart. Secondary 
in importance is the effect of the 
condition of the lung vessels on the 
flow of blood from the right to the 
left side of the heart. That effect 
is operating chiefly in opposition to 
the first named force, but is largely 


| overshadowed by it in conditions of 





natural breathing. The impression 
that the inner and outer layers of the 
alveolar wall are pulled apart by the 
negative pressure within the thorax 
in inspiration is entirely erroneous. 
The only force operating is that of 
atmospheric pressure acting against 
the elastic tension of the lung. It 
follows that the lung vessels will be 
stretched in length and decreased in 
bore, thereby increasing the _ resist- 
ance to the flow of blood in the dis- 
tended condition. Changes in the rate 
and force of the heart through its 
nervous control are not fundament- 
ally responsible for the respiratory 
wave. Changes in the venous supply 
to the heart are not simultaneously 
reflected in the arterial pressure curve. 
Three heart beats usually intervene 
between the alteration in the inflow 
and the change in the arterial pres- 
sure. The inspiratory act produces a 
rise in blood pressure and the expira- 
tory act a fall. The phase-of respira- 
tion in which the rise appears, is 
dependent on the heart-respiration 
ratio. If it is large, the effects of a 
given phase will appear before its 
end; if it is a ratio of 6:1, the effect 
of one phase will show up during the 
next; if it is very small, there will 
be a superposition of antagonistic 
forces and the wave will almost 
disappear. 


Pulse Rate and Heart Size. 


A stupy of the influence of the 
pulse rate on heart size is of interest 
practically in interpretation of clin- 
ical X-ray findings and theoretically 
for its bearing on certain problems of 
cardiac dynamics. W: J... Meek 
(American Journal of Physiology, 
October, 1924) has studied the effect 
of varying the heart rate in dogs 
on the diastolic size of the heart. He 
used dogs under the influence of mor- 
phine and dogs under ether anes- 
thesia. In the former atropine was 
injected and the return of the rapid 
pulse to normal followed. In dogs 
under ether anesthesia changes in 
rate were secured by vagal stimulation 
after vagotomy. In dogs under ether 
anesthesia with the thorax intact the 
diastolic size of the heart as shown 
by X-rays slowly decreases as the 
heart rate increases up to about one 
hundred and ten beats per minute. As 
the rate increases beyond an average 
of one hundred and ten, the diastolic 
size undergoes a very rapid decrease. 
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The data presented confirm Hender- 
son’s conception that the diastolic 
filling of the heart under normal con- 
ditions consists of two stages, one of 
rapid inflow and the other of diastasis. 
This is shown to be true for intact 
unanesthetized animals. If venous 
pressure is maintained artificially, the 
heart rate may be increased as high 
as two hundred beats per minute with- 
out any change in diastolic size. 
Ordinarily the decrease in diastolic 
size appears at a low rate, one hun- 
dred and ten, due to the effects of the 
falling venous pressure. 





BIOLOGICAL CHEMISTRY. 





Acidity in Duodenum. 


H. V. Hume, W. Denis, D. N. SILVER- 
MAN AND E. L. Irwin (The Journal 
of Biological Chemistry, July, 1924) 
have made a study of the hydrogen 
ion concentration in the duodenum in 
a man in whom it has been possible 
to introduce an hydrogen electrode 
directly through a fistula into the duo- 
denum and to continue observations 
for hours. The fistula resulted from 
a pistol wound and did not close after 
operations. The patient appeared well 
after some months, despite the pre- 
sence of the fistulous communication 
from the duodenum to the surface of 
the abdomen. The maximal value of 
the reading of pH 8.23 and the mini- 
mal value pH 5.9 accord well with 
current views of the physiology of the 
duodenum. There was no definite dif- 
fence in reaction after meals consist- 
ing largely of fats, carbo-hydrate or 
proteins. The authors point out that 
the acidity found by them suggests 
that the higher acidities obtained with 
a duodenal tube are due to the irrita- 
tion of the pylorus by the tube and 
the passage of more stomach contents 
into the duodenum. 


Milk Ash in Rhachitic Families. 

S. V. TeEtFrer (Biochemical Journal, 
June, 1924) has compared the mineral 
content of human milk in normal 
and rhachitic families. A number of 
specimens of human milk obtained 
from women of the poorer classes liv- 
ing in the industrial districts of 
Glasgow were analysed to ascertain 
whether any deficiency of calcium or 
of phosphorus was invariably associ- 
ated with the onset of rickets. The 
milk on which infants became affected 
by rickets, was compared with other 
specimens of milk on which the in- 
fants remained free from the disease. 
The samples of milk were obtained 
by artificial exhaustion of the breast. 
Estimations of fats, ash, calcium and 
phosphates were made by the usual 
methods. Milk was examined from 
twelve mothers whose children did 
not suffer from rickets, from fifteen 
mothers with an infant exhibiting 
signs of rickets and from _ twelve 
mothers living in country villages. No 
appreciable differences in the mineral 
content of the milk of the mothers of 








the rhachitic and non-rhachitic groups 
was observed, the average figures ob- 
tained being identical. A number of 
specimens in both groups were de- 
ficient in fats. In the milk from 
the mothers living in the country the 
lime content is less than in the groups 
of mothers living in Glasgow. The 
author notes that infantile rickets can 


occur when the breast milk exhibits a | 


high calcium content. The ratio of 
phosphoric acid to lime is slightly 
higher in the milk of healthy country 
women than in the milk of women 
living in a city in poor circumstances. 


Changes in Blood During Feeding. 


S. A. P. Eprerer has studied the com- 
position of the blood of rhachitic rats 
while these are fed with cod liver 
oil (The Journal of Biological Chem- 
istry, July, 1924). These investiga- 
tions were made upon young rats 
weighing eighty to one hundred and 
fifty grammes made rhachitic by re- 
stricting them to a diet of maize, 
wheat, wheat gluten, gelatine, sodium 
chloride and calcium carbonate. he 
author measured the viscosity, protein 
percentage and albumin-globulin ratio 
of the blood. He finds that the 
viscosity of the blood serum of 
rats rises with age. The viscosity of 
the serum of rhachitic rats is not 
altered from normal, but the viscosity 
of the serum of rats treated with cod 
liver oil is increased. There is no 
significant alteration in the refractive 
value of the serum of rhachitic rats. 
The albumin content of the serum of 
young animals is the same as that of 
adults. Rhachitic rats have a some- 
what increased albumin content. There 
is a distinct decrease in the albumin 
content of the serum of rhachitic rats 
undergoing treatment with cod liver 
oil. 

Rickets in Pigs. 


S. S. Zitva, J. Gotpine anp J. C. 
DrumMMonD- (Biochemical Journal, 
July, 1924) bring forward evidence 
that they believe demonstrates the 
possibility of inducing typical rickets 
in pigs by depriving them of the fat- 
soluble, anti-rhachitic vitamin. Their 
investigation started from the obser- 
vation that pigs fed on a diet which 
included dried separated milk in large 
quantities, but which was otherwise 
free from fat-soluble vitamins, grew 
well, but eventually displayed rickets. 
Previous studies had shown that pigs 
deprived of fat-soluble vitamin ‘grew 
poorly and exhibited osteo-porosis, but 
not rickets. In this research two sets 
of experiments were carried out. In 
one all the animals were kept in the 
absence of direct sunlight. In the 
second the conditions were similar 
except that two animals were exposed 
to direct sunlight and given cod liver 
oil in addition. In the first experi- 
ment eleven pigs, aged sixty-two days, 
were fed on toppings, barley meal, 
dried separated milk, animal charcoal, 
swedes and chalk. The average in- 
take of CaO was 30.75 grammes (1.085 
ounces) and of P.O, 30.05 grammes 
(1.06 ounces), giving a ratio of cal- 
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cium to phosphorus of one to 0.6. 
Nine of these pigs became lame after 


| about sixty days, became worse and 





were slaughtered. Their bones were 
examined by Professor Korenchevsky. 
Two pigs were treated, one with cod 
liver oil and the other with cream, 
and eventually recovered. Four of 
these pigs showed undoubted histo- 
logical evidence of rickets, the re- 
mainder showing only osteo-porosis. 
In the second experiment eight pigs 
were used and two were exposed to 
direct sunlight. Three were given 
apples as an antiscorbutic. Four 
animals became affected by rickets, 
two became affected by scurvy and 
two which were allowed sunlight and 
cod liver oil, grew well. The authors 
ascribe the success of their experi- 
ments to the amount of fat-soluble 
vitamin present in the dried milk. In 
their earlier experiments fat-soluble 
vitamin was so reduced in the diet 
that the animals failed to grow. In 
these experiments enough fat-soluble 
vitamin was allowed to promote 
growth with the result that rickets 
occurred owing to the absence of fat- 
soluble vitamin from another source. 
The authors point out that on the 
assumption that these observations 
hold true for human beings, there is 
risk in using dried separated milk 
“fortified” with inactive fats for feed- 
ing infants. Professor Korenchevsky 
regards proliferation of cartilage and 
abnormal quantity of osteoid tissue as 
characteristic of rickets. The authors 
lay stress on the fact that there was 
abundance of mineral matter in their 
diet and that the ratio of calcium 
to phosphorus is not favourable to 
the production of rickets as suggested 
by the experiments of Orr and his 
collaborators. 


Durability of Fat-Soluble Vitamin. 


E. Poutsson (Biochemical Journal, 
July, 1924) has tested the amount of 
fat-soluble vitamin in a sample of cod 
liver oil produced in 1893 which had 
been kept in ordinary, colourless, 
practically full glass bottles. It was 
tried in the usual manner upon rats 
which for an adequate time had been 
living upon a diet freed from fat- 
soluble vitamin as far as_ possible. 
Daily doses of two milligrammes of 
cod liver oil produced growth for the 
first week only. Doses of three milli- 
grammes and five milligrammes daily 
led to growth, more rapid with the 
larger daily dose. It is not possible 
to have any definite opinion as to 
whether the cod liver oil had pre- 
served its original potency. Presum- 
ably portion of its activity had been 
lost. Investigations of numerous 
samples of Norwegian cod liver oil 
show that the great majority are 
potent in daily doses of two milli- 
grammes. Only one oil with a potency 
of less than one milligramme has been 
observed. This oil was thirty-one 
years old at the time of this test. 
Previously an oil nine years old had 
been noted to contain the major part 
of its fat-soluble vitamin. 
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British Wedical Association Mews. 


SCIENTIFIC. 





A MEETING organized by the South-Western Division 
of the Victorian Branch of the British Medical Association 
was held at Warrnambool Hospital, Warrnambool, on the 
afternoon and evening of March 7, 1925, Dr. STANLEY 
ARGYLE, President of the Victorian Branch, in the chair. 


A number of members of the Council of the Branch 
journeyed from Melbourne to attend the meeting and the 
western district of Victoria was very well represented, 
many of the country practitioners having driven long 
distances in order to be present. 

The function was an unqualified success both scien- 
tifically and socially and many appreciative references 
were made to the enthusiasm and hospitality of the mem- 
bers of the South-Western Division. Sixteen members 
of the Division and nineteen visitors were present. 


Dr. STANLEY ARGYLE, at the outset of the afternoon 
session, took the opportunity of congratulating the South- 
Western Division on the inauguration of divisional 
meetings in Victoria. The occasion of a divisional meet- 
ing held remote from the metropolis for the first time was 
historic and members of the Council had journeyed from 
Melbourne with the twofold object of deriving advantage 
from the discussions and of showing their practical sym- 
pathy with a pioneer movement. Divisional meetings, 
commonly held in England, presented special difficulties 
in Australia on account of the long distances separating 
the men in country districts and the greater honour was, 
therefore, due to the members of the South-Western 
Division for their energy and enterprise. He wished the 
meeting every success and hoped that the example set 
by the South-Western Division would be followed by 
other divisions in the State of Victoria. The solution of 
the problem of decentralization and of the arrangement 
of important medical discussions elsewhere than in the 
city, would be much advanced by the action of the South- 
Western Division. 


Diagnosis of Hydatid Disease—Casoni Reaction. 


Dr. C. H. Kertaway (Melbourne) read a paper entitled: 
“The Utility of the Casoni Reaction in the Diagnosis of 
Hydatid Disease” (see page 417). He also gave a practical 
demonstration of the technique of the performance of the 
test on two patients selected by Dr. H. I. Holmes. The 
first was a young man upon whom Dr. Holmes had operated 
five years previously; he had had two hepatic hydatid 
cysts. The second patient, a woman, aged forty-one years, 
had been relieved by Dr. Holmes of a large hydatid cyst 
in the left lobe of the liver on February 10, 1924. 


In both subjects Dr. 
immediate reaction. 


Dr. R. O. Dovetas (Hamilton) congratulated Dr. Kella- 
way on his essentially practical paper and demonstration. 
When the meeting was arranged he was not without a fear 
that some of the subjects might be treated in a manner 
too ultra-scientific to be of immediate practical use to 
country practitioners. Dr. Kellaway had wisely avoided 
the discussion of the theoretical basis of the Casoni re- 
action. He had made them acquainted with the method 
of carrying out a test which was not only new, but which 
was likely to be particularly useful in the western district, 
as two years’ residence in that part of the State had 
convinced him that hydatid disease was very prevalent. 


He wished to inquire of Dr. Kellaway regarding the 
conveyance and storage of the hydatid fluid used in the 
Casoni reaction. How long would the fluid retain its 
efficacy? Could it be transmitted by post and thereafter 
kept in an ice-chest? 

Dr. Kellaway had been particularly careful in warning 
them of the occurrence of “pseudo-positive” results, but it 
occurred to him that if the immediate reaction were not 
genuine, the delayed reaction would not supervene. He 
asked if a good delayed reaction could be taken as con- 


Kellaway demonstrated an 





| pected hydatid disease. 





clusive of a positive response in a case in which the 
observer was doubtful about the interpretation of the 
immediate reaction. 


In conclusion, Dr. Douglas said that he would be inter. 
ested to hear Dr. Kellaway’s experience of the Casoni 
reaction in those patients in whom the cyst was subse- 
quently shown to be calcified. On the surface it would 
appear that calcification might be regarded as equivalent 
to death or removal of the cyst, in which event they could 
not expect much assistance from the complement fixation 
reaction. 


Dr. J. B. Donatpson (Linton) asked if normal serum 
might be used in making the control injection in the 
performance of the Casoni reaction. 


Dr. F. J. Bonnin (Ararat) asked if suppuration in the 
liver apart from a hydatid cyst affected the complement 
fixation reaction. He understood that when suppuration 


| occurred in a hydatid cyst the delayed phase of the intra- 
| dermal reaction was suppressed. 


Dr. A. H. Dunstan (Warrnambool) asked if he were 


| correct in the impression he had gathered that the Casoni 
| reaction was obtained in greater degree prior to opera- 


tion than after. How would the reaction be affected by the 
presence of a residual cyst? 


Dr. .S. C. Frrzpatrick (Hamilton) said that with the 


| assistance provided by the workers at the Walter and 
| Eliza Hall Institute he had been enabled to make some 


intesting clinical observations in the diagnosis of sus- 
He recalled the case record of 


| a man, forty-five years of age, who had presented a rounded, 


regular tumour in the epigastrium which in its physical 
characters was very suggestive of a hydatid cyst. The 
finding in the complement fixation reaction had not pro- 
vided any confirmatory evidence and at that stage he had 
received information concerning the pathological condition 
which had led to removal of one of the patient’s eyes 
two years earlier. This was established as a sarcoma and 
he anticipated that the tumour in the liver would ulti- 
mately be shown to be a metastatic malignant growth. 


In another patient a calcified hydatid cyst the contents 
of which were putty-like in character, had been disclosed 
by operation. The blood serum of this patient had failed 
to give a reaction in the complement fixation test and 
he understood that under the conditions he had indicated 
absence of reaction was the rule by the complement fixation 
test. 


Dr. H. I. Hommes (Warrnambool) discussed the duration 
of hydatid disease. Symptoms due to the presence of a 
cyst might be manifested within a short time of infesta- 
tion as was exemplified by the fact that he had met 
with hydatid disease in a child of two years of age. He 
had also seen it at the other extreme of eighty-one years 
and the longest period of existence of a cyst within the 
human body was in his experience twenty-six years. He 


| had seen several patients in whom it was reasonably certain 


that the parasite had been present for eight or ten years. 
He wished to inquire regarding the possibility of the 
Casoni reaction being influenced by the length of time 
the cyst had been in existence. 


Dr. Holmes asked if the intradermal reaction dependent 
on the presence of a live cyst was likely to be modified in 
any way by the occurrence of suppurative or of retro- 
gressive changes in a neighbouring cyst; this was a state 
of affairs not uncommonly observed. Was the Casoni 
reaction affected by the sterility or fecundity in brood 
capsules and daughter cysts of the parasite? He inquired 
further if the skin test differed in any way in the nature 
of the response when those cysts which appeared to pro- 
liferate by exogenous budding, were encountered. It had 
been held, especially by veterinary workers, that the 
parasitic cyst which reproduced by exogenous budding, was 
different in nature from the more usual cyst in which the 
budding was endogenous. He was not prepared to venture 


an opinion on this point, but it occurred to him to wonder 
if the biological diagnostic reactions might assist in its 
elucidation. 
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Dr. Kellaway, in reply, said that he had omitted to 
mention that the diagnostic reagent in the Casoni test, 
hydatid fluid, would keep for six months on ice. The 
fluid contained only a small trace of protein, but if not 
sterile it was very unstable. He thought that sterile 
hydatid fluid might retain its efficacy as a reagent for 
perhaps a month in the absence of refrigeration. 


With reference to the point raised by Dr. Douglas that 
the occurrence of a delayed reaction might be relied upon 
to distinguish a true reaction from a pseudo-positive im- 
mediate result, Dr. Kellaway said that a “pseudo-positive” 
result was never followed by the highly specific delayed 
reaction.. Unfortunately the delayed reaction did not 
always occur; he had indicated that it was very fre- 
quently suppressed when suppurative processes obtained 
in the cyst and in general the assistance of the delayed 
reaction was forthcoming in about 60% of all cases. Dr. 
Donaldson’s question reminded him to mention that in 
the hydatid fluid reagent, no matter how carefully col- 
lected, there was always the possibility of the presence 
of minute traces of sheep’s serum or protein. If the pa- 
tient were for any reason sensitive to sheep protein, traces 
of it in the hydatid fluid used in the intradermal test 
would determine a pseudo-positive result. 


The Casoni reaction was not affected by the occurrence 
of retrogressive and calcareous changes in the cyst. Dur- 
ing its period of active growth the cyst had brought about 
sensitization of the patient to hydatid protein and the 
anaphylactic state, in the same way as that dependent 
on protein sensitization in general, persisted for many 
years. 


In reply to Dr. Bonnin, Dr. Kellaway said that sup- 
puration in the liver apart from the hydatid cyst could 
not affect the complement fixation reaction. The response 
to this test was intensified when suppuration affected the 
hydatid cyst. Under such circumstances very high read- 
ings were frequently obtained, as many as eighty units 
of complement being sometimes deviated, but the Casoni 
reaction did not proceed further than the immediate 
wheal, the delayed reaction being suppressed. 


He found the question put by Dr. Dunstan relating 
to a residual cyst somewhat difficult to answer on account 
of the want of a good series of examples of such cases. 
He might say in general terms, however, that when a 
cyst had been overlooked at operation or for some reason 
not extirpated, the subsequent type of intradermal reaction 
was likely to be that in which the immediate wheal only 
appeared. If a new cyst were to be found, the second 
phase of very strong delayed reaction might be anticipated. 


He had been interested to hear of the patient referred 
to by Dr. Fitzpatrick. In that patient a very probable 
sarcoma of the liver had given rise at first to clinical 
suspicion of hydatid. The question had been raised as 
to possible non-specificity of the Casoni intradermal test 
for hydatid in the presence of sarcoma, but he did not 
believe that there was any such fallacy and regarded the 
Casoni reaction as based on specific sensitization to 
hydatid protein. 


With reference to the points raised by Dr. Holmes, Dr. 
Kellaway said that when a suppurating cyst existed along- 
side an uncomplicated cyst, that in which suppuration 
had occurred, would be dominant in determining the char- 
acter of the intradermal reaction. Multiple cysts were 
by no means uncommon and when one of them had 
become infected with pyogenic organisms, the appearance 
of an immediate wheal and suppression of the delayed 
reaction were to be expected. When a retrogressing hydatid 
existed alongside a live cyst, the character of the reaction 
would be determined by the live parasite. 


In conclusion, Dr. Kellaway said that he believed that 
in Australia there was only one parasite identified with 
hydatid disease and that there was no such thing as 
Echinococcus alveolaris. When “exogenous budding” was 
observed it was invariably in bone and it was determined 
by the nature of the environment rather than by any 
essential difference in the parasite from the echinococcus 
as commonly observed in soft tissues. 





Asthma and Hay Fever. 


Dr. L. A. IVAN MAaAxweEtt (Melbourne) delivered an 
address on those aspects of protein sensitization which 
relate particularly to asthma and hay fever. With the aid 
of lantern slides he illustrated the early experiments of 
Richet, the origin of the conception of anaphylaxis and the 
evolution of modern views according to which asthma and 
hay fever are anaphylactic manifestations. 


In the course of a demonstration of the technique of 
testing for pollen and food protein sensitiveness Dr. 
Maxwell indicated his preference for the “scratch” method 
as against the intradermal test. Pseudo-positive results 
were prone to be obtained with the intradermal technique 
and if it were adopted in the case of a highly sensitized 
person, there was risk of dangerous reaction. 


Dr. Maxwell considered the subjects of asthma as in 
two classes, (i.) those sensitized to proteins and (ii.) those 
in whom no protein sensitization could be demonstrated. 
The first class included persons in whom the seasonal 
incidence of asthma or hay fever gave the key to the basis 
of the disorder. The group embraced also asthmatics in 
whom the incidence of symptoms was non-seasonal and in 
whom the sensitive state had been induced by animal dand- 
ruff, certain food stuffs or bacterial protein. In the second 
class were placed those in whom asthma depended on 
metabolic, neurogenic factors and the toxic effect of bac- 
terial infection apart from sensitization to bacterial 
protein. 

The lecturer emphasized the importance of minute 
inquiry in regard to the patient’s clinical history; a 
thorough physical examination which embraced the nose 
and accessory sinuses, was no less important. 

If the symptoms were seasonal in incidence, cutaneous 
tests with the pollen of several grasses should be per- 
formed. Specimens of rye grass, cocksfoot, prairie grass 
and soft brome were exhibited, these four being respon- 
sible for more hay fever than the sum of that due to all 
the other varieties. Capeweed was also a very frequent 
cause. Dr. Maxwell employed a* botanical chart in the 
form of a wall map in order to demonstrate the mode of 
production of pollen grains. Certain flowers, such as 
dahlias, asters, sunflowers, cosmos, calliopsis, pollinated in 
the autumn and a few people were sensitive to the pollens 
distributed from them. Of all hay fever patients 95% were 
sensitive to grasses or to capeweed, capeweed belonging to 
the order Composite. 


Included in the testing set were sixty-five food proteins, 
but in practice he used eight or ten only as experience had 
shown that the significant protein was generally found 
among a certain few. Egg-albumin, the cereals oat and 
wheat and fish were the foods which most frequently 
occasioned trouble. 

He did not often employ bacterial protein in cutaneous 
tests. Walker had reported the finding of 10% in a series 
of asthmatic subjects who were sensitive to bacterial pro- 
tein, but in the Mayo Clinic of two hundred persons sus- 
pected of sensitization to bacterial protein the cutaneous 
tests yielded no results in all. Detailed bacteriological 
examination was required and the bacterial proteins used 
for testing should be derived from the several bacteria 
isolated in pure culture from the patient. It appeared also 
that a method of testing more delicate than those hitherto 
employed was necessary. 

In the event of all the skin tests for protein sensitization 
failing to disclose such a basis for the patient’s asthma 
consideration was to be given to the possibility of its 
metabolic origin. He used the term “metabolic origin” to 
denote the absorption from the digestive tract of some 
substance capable of causing constriction of the bronchioles. 
Histamine was known to have this property; it was readily 
formed from the amino-acid, histidine, which was elabor- 
ated in the ordinary process of digestion. Normally not 
sufficient histamine was produced to exercise any action. 

The effect of histamine in initiating contraction of the 
bronchioles was strikingly illustrated in a lantern slide. 

Dr. Maxwell said that for some time he had made a prac- 
tice of examining the gastric content of asthmatic patients 
whom he judged to be of this type. He had found that the 
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test meal indicated a complete lack of free hydrochloric 
acid in about one-third and diminution in an approximately 
equal number. It had been interesting to note that in 
many the administration of hydrochloric acid as the sole 
treatment had given complete relief of the asthmatic 
symptoms. To be effective the hydrochloric acid must be 
given in large doses—at least four cubic centimetres (one 
fluid drachm) of the pharmacopeial dilute acid in a tumbler 
of water. Doses of six or eight cubic centimetres might 
even be necessary. He recommended that the acid should 
be sipped throughout a meal. 


Another important investigation concerned inquiry into 
the possible presence of infective foci located perhaps in 
the nasal accessory sinuses. Tonsillar and dental sepsis 
should also receive attention. The aid of the rhinologist 
and frequently the radiologist was very necessary except 
perhaps in those in whom there was a clear issue of pro- 
tein sensitization. Very frequently more than one factor 
was operating. After repeated attacks of congestion of the 
nasal mucous membrane in a patient sensitive to pollen 
bacterial infection was prone to supervene. 


He had mentioned the dubious neurogenic factor in 
asthma. Experimental stimulation of the vagus induced 
eonstriction of the bronchial tubes and it was possible 
that such constriction occasioned by reflex vagal excita- 
tion resulted in asthma in a small proportion of instances. 


Dr. Maxwell proceeded to a discussion of the treatment 
of asthma. 


In the acute attack the first measure should be the 
administration of adrenalin by hypodermic injection of 
0.3 to 0.6 cubic centimetre (five to ten minims) of a one 
in one thousand solution of adrenalin chloride. Adrenalin 
gave relief by its stimulating action onthe pulmonary 
sympathetic fibres and resultant relaxation of the bron- 
chioles. Some patients did not respond well to adrenalin 
and it was generally found that in such the dominant 
factor was bacterial infection rather than protein sensiti- 
zation. 


After discussing the utility of atropine and morphine 
Dr. Maxwell mentioned that acetyl-salicylic acid would 
frequently cut short an attack when other measures failed. 
On the other hand acetyl-salicylic acid occasionally pre- 
cipitated violent asthma; its use was entirely empirical 
and he knew of no pharmacological basis for it. 


In dealing with asthma based on protein sensitization the 
objective in treatment was desensitization. Dr. Maxwell 
referred again to experimental work and exhibited lantern 
slides showing the progress of experimental de-sensitization 
in animals rendered artificially sensitive to protein. He dis- 
cussed in detail the preparation and sterilization of the 
therapeutic protein solutions which were made in dilutions 
of 1 in 20, 1 in 200, 1 in 2,000 and 1 in 20,000. Injections 
were given every fourth day, the initial doses being those 
of the highest dilution. When advancing in the lowest 
dilution the physician should exercise great care to avoid 
the risk of precipitating an anaphylactic crisis. The de- 
sensitizing course should be given early in the spring 
before the pollination of flowers and grasses liberated the 
pollen into the atmosphere. The number of injections was 
influenced by the length of time the patient had suffered 
from asthma and the degree of sensitization. At least ten 
doses, however, should be given. In practice the desen- 
sitization of a patient susceptible to animal dandruff was 
found relatively difficult as compared with that in pollen 
sensitization. 


Desensitization in respect to food proteins had been 
attempted extensively in America, but the results had been 
disappointing. If the offending food stuff were identified, 
it was best to eliminate it from the diet. 


Treatment by bacterial vaccines did not give the same 
measure of success as that attending the use of pollen 
solutions. 


Peptone, a product of protein disintegration, had been 
employed by both intravenous and intramuscular injection. 
There was a danger of severe reaction following the intra- 
venous injection of peptone solution, but time did not per- 
mit of a discussion of this line of treatment. 





Desensitization to pollen was not likely to be successful 
if nasal suppuration were neglected; these two items in 
treatment were mutually dependent if success was to be 
achieved. 

The subject of hay fever was bound up with that of 
protein sensitization. True hay fever, distinguished by 
sneezing and rhinorrhea at the seasonal periods spring 
and autumn, was to be considered apart from false hay 
fever in which there was no seasonal incidence. The 
subjects of true hay fever reacted to the skin tests for 
protein sensitization, while those of the spurious did not. 


In conclusion Dr. Maxwell mentioned as an interesting 
observation that he had met three subjects of hay fever 
who seemed to be sensitive to face powder. Orris root 
entered into the composition of many face powders and in 
each of these three patients a strong reaction to orris root 
was obtained by the cutaneous test. 


Dr. J. MorteET (Camperdown) asked if he were correct in 
the inference that in testing for sensitiveness to food pro- 
tein those derived from egg-albumin, fish, oat’ and 
caseinogen sufficed. 


Dr. W. Kent Hucues (Melbourne) said that as a rhinolo- 
gist he had been very interested in the able exposition of 
the subjects of asthma and hay fever from the standpoint 
of the immunologist. He had been brought up to regard 
asthma from what might be termed a “nasal point of 
view” and he thought that there was some danger of 
losing sight of the etiological importance of pathological 
conditions of the nose. 

It was true that asthma might occur in persons in 
whom no nasal disease was apparent and equally true that 
many of the subjects of asthma displayed gross nasal 
lesions. 

He was not persuaded that suppuration in one or other 
of the nasal accessory sinuses of itself played any part 
in the production of asthma, but attached much importance 
to deformities of the septum and polypoid disease of the 
nasal mucous membrane. The proportion of cures atten- 
dant on efficient treatment of the nose alone was fairly 
encouraging and he had yet to see an asthmatic in whom 
gross nasal disease or abnormality existed who was not 
much benefited by rhinological measures. 

As he had indicated, the pathological conditions which 
he regarded as of most significance in asthma and hay 
fever, were deviation of the septum and polypoid disease 
of the sinuses. Both were frequently dealt with inef- 
ficiently. Resection of the septum was not properly per- 
formed if that part of it situated highest and farthest 
back were left behind and he was afraid that such was 
very often the case. Polypi were frequently attacked in 
an inadequate manner with snares and forceps when a 
radical operation was necessary for a complete clearance. 

In the treatment of hay fever every consideration should 
be given to the state of the nose. However much pollen 
might aggravate hay fever, he was convinced that it was 
mainly if not absolutely due to nasal lesions. In children 
he had never seen an asthmatic who was not relieved, 
temporarily at all events, by treatment of pathological 
conditions of the nose. 

He was astonished that more use was not made of the 
treatment of Francis in patients with asthma in whom the 
blood pressure was high. He and Dr. Robertson, of Bris- 
bane, had for many years endeavoured to impress its use- 
fulness on the profession. 

The special treatment advocated by Francis consisted in 
cauterization of the septum at a dull heat and he would go 
so far as to say that unless gross pathological lesions 
contra-indicated it, this painless and most effective method 
of control should be utilized for all patients with high 
blood pressure. He would include with those evincing 
symptoms of asthma, the subjects of migraine and angina 
pectoris and would extend it to those who suffered from 
general ill-health without a prominent symptom. 

Dr. J. F. WiLk1nson (Melbourne) said that Dr. Maxwell’s 
analyses of the gastric content in asthmatic patients 
prompted him to urge practitioners generally to avail them- 
selves more of the information to be gained by examina- 
tion of a test meal. Not only in asthma but throughout 
medical practice much valuable knowledge was to be 
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obtained by: this method. It was such a simple procedure 
that he wondered that. it was not more frequently adopted. 
He urged that the test meal should become a routine 
measure in clinical investigation; mistakes such as operat- 
ing for chronic appendicitis when the patient needed only 
hydrochloric acid would thereby be reduced in number. 

Withdrawal of gastric contents by the Rehfus tube was 
easy and the chemical analysis simple. Three determina- 
tions at one, one and a half and two hours after the meal 
would supply all the information required and it was not 
often necessary to carry out the full technique of the frac- 
tional test meal in which samples were withdrawn every 
fifteen minutes. With reference to the length of time 
during which administration of hydrochloric acid might 
be necessary in the correction of achlorhydria, Dr. Wilkin- 
son said that no rule could be stated, but the period might 
extend to years. The underlying cause of the absent or 
diminished secretion was often obscure; in some instances 
it might be congenital and in others severe shock seemed 
to operate in this manner. The glands of the gastric 
mucosa, once disturbed, seemed very slow to recover. 
Restoration of the normal function of the glands was not 
so delayed in those cases in which depression resulted 
from chronic gastritis, provided appropriate measures were 
adopted. Much mucus in the gastric content was the dis- 
tinguishing feature of chronic gastritis. 

He was in agreement with Dr. Maxwell that relatively 
large doses, for example, four or six cubic centimetres (one 
or one and a half fluid drachms), of hydrochloric acid 
should be given, but he preferred to administer it from 
thirty to sixty minutes after a meal rather than concur- 
rently with taking food. There was little or no acid in 
the stomach during the first hour of digestion under 
normal circumstances and it seemed more consistent with 
physiology to allow a little time to elapse before supplying 
acid. 

The variety of factors in asthma indicated the need for 
thorough examination. If diminution or absence of the 
gastric hydrochloric acid were coexistent, treatment should 
be adopted to remedy the defect. He was disposed to agreé 
with Mr. Kent Hughes in the matter of nasal infection 
and suppuration and considered suppuration a much less 
potent factor than nasal obstruction. 

In conclusion, Dr. Wilkinson commented on the dose of 
adrenalin suggested by Dr. Maxwell; he favoured smaller 
doses, such as 0.12 or 0.18 cubic centimetre (two or three 
minims) and had generally found the drug efficient in 
these amounts. 

Dr. L. S. LatHam (Melbourne) said that all present 
must have been intensely interested in Dr. Maxwell’s 
demonstration of the means by which relief might be 
afforded to many patients affected with asthma and hay 
fever. While the process of desensitization involved care- 
ful work for both patient and medical attendant, much 
also depended on the relatively simple matter of the 
clinical history. It was well to launch the patient on a 
minute self-investigation in the endeavour to discover any 
association between his asthmatic attacks and contact with 
animals or the taking of any particular food. He had 
found occasionally that the factor precipitating asthma 
had been contact with feathers as they occurred in pillows 
and eider-down quilts. Substitution of other fillings for 
feathers in pillows and quilts had sufficed to afford relief 
in some cases. 

With Dr. Wilkinson he advocated smaller doses of adren- 
alin than those suggested by Dr. Maxwell. He was in the 
habit of making the injection himself and gave 0.12 cubic 
centimetre (two minims), in separate doses of 0.06 cubic 
centimetre with a short interval between them. 


Dr. S. C. Fitzpatrick (Hamilton) asked if sensitization 
to catgut, a protein frequently introduced into the human 
body, had ever been recorded. He had twice observed what 
had apparently been cutaneous manifestations of sensitive- 
ness to a certain soap. 

Dr. A. L. Kenny (Melbourne) drew attention to the fact 
that it was the observation of the frequent association of 
polypoid disease of the nasal mucous membrane with 
asthma that led to the idea that very many cases of asthma 
were due to nasal disease. In agreement with Dr. Kent 





Hughes he was of opinion that nasal suppuration apart 
from polypoid change was not a frequent cause of asthma. 

He had observed coating of the nasal mucous membrane 
at the entrance to the nostrils as far back as three centi- 
metres with toilet powder in females and could quite 
appreciate the fact that such was a potent cause of hay 
fever and asthma, due, as suggested by Dr. Maxwell, to 
the orris root which entered into the composition of the 
powder. 

Dr. HENRY Laurie (Melbourne) recalled some of his 
experiences in the treatment of hay fever before the 
immunological basis held to be so important had been con- 
ceived. He referred to one patient who had suffered from 
hay fever of regular seasonal incidence. Every spring the 
disorder had recurred and had been preceded for a week 
or so by loss of the sense of smell. On one occasion, after 
the attack was well established, he had injected mixed 
coryza vaccine with the gratifying result that the symp- 
toms had subsided almost at once and the patient’s sense 
of smell had returned. In the two following years he had 
given the vaccine in the prodromal period of loss of sense 
of smell; the patient had suffered no hay fever and had 
had no further attacks. He recollected several similar 
experiences and suggested that in such cases catarrhal 
infection was the exciting cause protection against which 
enabled the patient to avert the attack of hay fever. 

He had employed peptone solution by intravenous injec- 
tion, but had not been satisfied with the results. In 
making the intravenous injection it was necessary to be 
particularly careful to inject slowly as peptone was by no 
means free from danger if introduced rapidly into the 
circulation. 


Dr. S. S. ARGYLE said that the subject under discussion 
presented a difficult problem, inability to discover and deal 
with the cause of which often brought much undeserved 
discredit on the medical profession. There was probably 
more than one pathological basis for the train of symp- 
toms designated as asthma. Did Mr. Maxwell draw any 
distinction between bronchial asthma and asthmatical 
bronchitis? Hereditary vasomotor excitability was also a 
factor and, given that, a variety of causes might occasion 
asthma. 

Dr. MAaxweELtL, in reply to Dr. Morlet, said that he had 
mentioned a few proteins only in order to save confusion. 
Although a patient might be sensitive to any of a great 
number of proteins, the most likely would be found among 
the cereals oat and wheat, egg-albumin, fish and caseinogen. 

With reference to the remarks of Dr. Wilkinson con- 
cerning the best time to administer hydrochloric acid, Dr. 
Maxwell said that he preferred to give it concurrently with 
food, because in the normal person the residual gastric 
secretion contained free hydrochloric acid. The gastric 
juice secreted immediately after the taking of food con- 
tained hydrochloric acid, but it was combined acid and 
as such would not be detected by di-methyl-di-amido-azo- 
benzol. Pepsin acted only in the presence of free hydrogen 
ions. He always inquired regarding feather pillows and 
although he had not met with sensitiveness to feathers, 
many instances had been reported. 

He suggested that when bad reactions followed the injec- 
tion of adrenalin, it was possible that the drug had been 
injected into a venule. 

In reply to Dr. Fitzpatrick, Dr. Maxwell said that he 
had not heard of sensitization to catgut, although as catgut 
contained protein, its ocurrence was theoretically possible. 
If the soap mentioned by Dr. Fitzpatrick were a true soap, 
it should be incapable of inducing the sensitive state as it 
should contain no protein. He suggested that free alkali 
in the soap was the cause of skin eruptions. 

He agreed with Dr. Laurie regarding the part played 
by bacterial infection. Certain patients had done well 
with bacterial vaccines along with protein desensitization. 


Dr. Argyle had asked if he drew any distinction between 
bronchial asthma and asthmatical bronchitis. Time did 
not permit of a present discussion of this point, but he had 
considered it fully in his paper read at a meeting of the 
Victorian Branch in September, 1923, and published in THE 
Mepicat JouRNAL oF AuSTRALIA of November 10, 1923. 
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Renal Stone and Hydronephrosis. 


Dr. J. T. Tarr (Melbourne) read a paper on “The Diag- 
nosis of Renal Stone and Hydronephrosis” (see page 418). 
The paper was profusely illustrated with lantern slides 
prepared from excellent skiagrams. 

Dr. H. Frecker (Melbourne) discussed the radiological 
diagnosis of renal calculus. There was no doubt that 
stones in the kidney and urinary tract were frequently 
overlooked through faulty technique on the part of the 
radiographer. He urged the routine use of the Potter- 
Bucky diaphragm and the paramount importance of secur- 
ing immobility of the abdomen during exposure of the 
kidney. This involved suspension of respiration. 

In a clear skiagram the outline of both kidneys could 
generally be traced and when the ureter was filled with a 
contrast substance the actual thickness of renal tissue 
could be appreciated. In hydronephrosis it should be 
possible to demonstrate reduction in the depth of kidney 
substance. ; 

In the diagnosis of vesical stone cystoscopic examination 
was. of the first importance, but radiographic investiga- 
tion was often indispensible. The bladder might be filled 
with a contrast substance, such as sodium iodide, or with 
air for the radiographic detection of such calculi as 
would not be seen in cystoscopy. Such were those situated 
behind an enlarged prostate or in a diverticulum of the 
bladder. 

Dr. S. C. Firzpatrick (Hamilton) exhibited radiograms 
as illustrative of the value of pyelography. The films 
had been obtained in the course of general practice, the 
patient being a lady of fifty years of age who had been 
troubled with pain in the right loin for a period approxi- 
mating twenty years. The pain radiated to the abdomen 
and to the right hip joint and at intervals the patient 
was prostrated by severe attacks resembling migraine. 
From time to time she had undergone the operations of 
fixation of the uterus, appendicectomy and nephropexy. 

He had performed a cystoscopic examination in con- 


junction with a urea concentration test by which he 
determined that the amount of urea in the urine col- 
lected from the right ureter was 0.5% only as compared 


with 1.5% in the urine from the bladder. The pyelograms 
exhibited were then taken and they disclosed hydro- 
nephrosis, the kidney being in low position on the right 
side. 

Dr. H. I. Hotmes (Warrnambool) said that he felt very 
strongly that acid sodium phosphate should not be given 
to a patient whose urine was alkaline and ammoniacal. 
He adduced two instances in which rapid deposition of 
phosphatic calculi had followed the exhibition of acid 
sodium phosphate in the presence of urine of the char- 
acter indicated. If a crystal of magnesium sulphate and 
a few drops of solution of ammonia were added to the 
urine of a patient receiving acid sodium phosphate, a 
heavy deposit of ammonium magnesium phosphate would 
ensue. 

Mr. Fay Maccvure, O.B.E. (Melbourne), after expressing 
his appreciation of Dr. Tait’s paper, enunciated several 
rules governing the surgery of renal calculus. 

(i.) A patient should never be subjected to operation 
for chronic appendicitis until the surgeon had done his 
best to satisfy himself that no renal lesion existed. He 
constantly emphasized the importance of this to students 
and an aphorism relating to the point contained a refer- 
ence to a “scar in the front and a stone in the back.” 

(ii.) Operation should never be undertaken on the 
evidence of an X-ray shadow alone. The shadow must be 
proved to be a calculus in the urinary tract and Dr. Tait 
had admirably demonstrated the means at hand for so 
doing. 

(iii.) Surgical measures for the removal of a renal 
or ureteric calculus should not be undertaken unless 
the operator were prepared to remove the kidney also. 
Serious disorganization of the kidney or even post-opera- 
tive hemorrhage might necessitate the removal of the 
organ. It was, therefore, necessary to make a complete 
investigation of the urinary system prior to operation. 

(iv.) Renal calculi whenever possible should be removed 
through the pelvis of the kidney rather than by nephro- 
lithotomy. Unfortunately it was not always possible to 





avoid incision of the kidney, but the risks of post-operative 
hemorrhage and damage to the kidney were thereby 
increased. 


Rheumatoid Arthritis. 


Dr. Henry Laurie (Melbourne) opened a discussion on 
the treatment of rheumatoid arthritis. He dealt particu- 
larly with protein shock therapy as it was represented by 
intravenous injections of Bacillus coli vaccine and said 
that on the whole this method of treatment had given 
very much better results than any other. 

It was necessary at the outset to definite rheumatoid 
arthritis. Unfortunately a number of terms were in com- 
mon use and were more or less indiscriminately em- 
ployed. Arthritis deformans embraced two conditions 
which were to be sharply distinguished from each other, 
osteo-arthritis, a disease of later life and characterized by 
bony hypertrophy and rheumatoid or infective arthritis in 
which inflammatory changes affected particularly the peri- 
articular tissues. 


Dr. Laurie demonstrated the pathological changes in 
rheumatoid arthritis and their distinction from those of 
osteo-arthritis by means of lantern slides. 

Protein shock therapy was of no use in osteo-arthritis 
and injudicious selection of the type of arthritis for 
treatment in this mannner accounted for many of its 
apparent failures. 

Various proteins might be used. One of the first to 
be tried was milk by intravenous injection and although 
it occasioned a certain reaction, such was variable and 
could not be predicted. Peptone had been utilized, but it 
was not without its dangers and Bacillus coli emulsion 
possessed the advantages of convenience and regularity in 
its effects. 

Observations made at the Alfred Hospital had shown 
that immediately after the intravenous injection of Bacillus 
coli there was an almost complete absence of polymorpho- 
nuclear leucocytes from the peripheral blood. The rigor 
and rise of temperature supervened and at the height of 
the fever the polymorpho-nuclear leucocytes numbered 
from 20,000 to 30,000 per cubic millimetre. What became 
of the leucocytes he could not suggest; it seemed to be a 
case of sauve qui peut, but it had been interesting to note 
by Arneth counts that the new leucocytes were ail young 
forms and were therefore presumably active and possessed 
of good phagocytic power. 

With reference to the frequency of the injections, Dr. 
Laurie said that they should be given every two or three 
days and in some instances daily. Failures were often 
to be attributed to the fact that too long an interval 
had been allowed to elapse between injections. In illus- 
tration Dr. Laurie quoted the case of a patient whom he 
had taken into hospital and to whom he had given a 
daily injection of Bacillus coli vaccine for a week. This 
course had sufficed when fifteen or twenty injections at 
too long intervals had formerly effected no improvement. 

Failure was to be anticipated when the disease was of 
long duration and when the patient’s general condition 
was consequently bad. 

Dr. Laurie exhibited the temperature chart of a girl 
who had been admitted to hospital suffering from acute 
arthritis. The condition had first been diagnosed as acute 
articular rheumatism, but no response had followed the 
administration of sodium salicylate. This patient had then 
received an intravenous injection of fifty millions Bacillus 
coli; her temperature had then risen to 40.5° C. (105° F.), 
but had fallen to normal on the following day and had not 
risen again. 

A number of charts recording a similar course of events 
were shown. 

Dr. Laurie emphasized that the use of protein shock 
therapy did not permit of the neglect of other methods 
of treatment. Orthopedic measures, such as breaking down 
articular adhesions under anesthesia might be necessary, 
but there was no question that Bacillus coli therapy 
employed early in the course of rheumatoid arthritis had 
frequently rendered it possible to avoid splinting when it 
would otherwise have been required. 
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There must be some residual deformity in many in- 
stances, but if they could relieve pain and render the 
joints more supple, they had achieved a very great deal. 

Dr. W. R. Forster (Melbourne) said that he had em- 
ployed vaccines intravenously, particularly Bacillus coli, 
for over three years and although in a few cases the 
results had been extremely good, especially with regard 
to relief of pain, he could not say that his measure of 
success approached that which apparently attended Dr. 
Laurie. 

In his experience permanent cure of rheumatoid arthritis 
had been very rare. Of a series of thirty patients he 
could not say that more than four or five had been per- 
manently relieved. He had found that treatment must 
extend over a prolonged period and that in certain cases 
doses containing as many as one thousand millions of 
Bacillus coli per cubic centimetre seemed to be tolerated 
without great reaction. Intravenous injections of Bacillus 
coli vaccine did not appear to induce any lasting immunity 
to infection by the colon bacillus specifically or to avert 
recurrent attacks in rheumatoid arthritis. 


He had tried the effect of intravenous injection of 
colon bacillus vaccine in chronic bacillary pyelitis which 
was notoriously unresponsive to treatment. He referred 
in detail to the case of a female patient, aged sixty-eight 
years, whom he had been called upon to treat for chronic 
pyelitis. After the failure of ordinary vaccine therapy and 
all forms of medicinal treatment became evident he had 
conceived the idea of intravenous injections of Bacillus 
coli vaccine. The patient had received a course of seven 
injections and the dosage ranged from ten to two hundred 
and fifty million organisms. At the outset of treatment 
in this manner agar plates prepared with one cubic centi- 
metre of urine diluted one in one thousand had been 
covered with a profuse growth of Bacillus coli. In suc- 
cessive plates made in the same manner as treatment pro- 
gressed the number of colonies had become less and less 
until finally the plates had been sterile. At the end of 
three months the urine had been still sterile, but six 
months after the institution of intravenous vaccine injec- 
tions the patient had become affected by sub-acute rheu- 
matoid arthritis in both knees and the urine had again 
contained Bacillus coli. e 

Dr. Forster said hé would outline the clinical history 
of another patient as presenting particularly interesting 
features. A lady had developed acute rheumatoid arthritis 
which affected the right shoulder joint with especial sever- 
ity. This joint had been extremely painful and had rapidly 
become rigid. Bacteriological examination of several teeth 
which seemed likely to be infected, had not revealed the 
presence of organisms. This patient had received a course 
of intravenous injections of Bacillus coli vaccine consisting 
of ten doses ranging from ten to two hundred millions at 
weekly intervals. Focal reaction, indicated by exacerba- 
tion of pain in the shoulder joint, had been definite and 
after each temporary aggravation the pain had been 
relieved. The joint had gradually become more movable, 
less painful and had appeared to get well. Soon after- 
wards this lady had manifested exophthalmos, tachycardia, 
tremor and slight thyreoid enlargement and he could not 
help feeling that the intravenous protein therapy had 
disturbed the balance of the internal secretions and caused 
the occurrence of exophthalmic goitre. Soon after the 
thyreoid condition had become established this patient had 
exhibited symptoms and local changes in the urine dis- 
tinctive of pyelitis, the Bacillus coli again being the offend- 
ing organism. He regarded this as another demonstration 
that intravenous injections of Bacillus coli vaccine pro- 
duced no lasting immunity to the colon bacillus. 

Mr. W. Kent HucuHes (Melbourne) asked if Dr. Laurie 
had found intravenous injections of Bacillus coli vaccine 
effective in fibrositis as well as in rheumatoid arthritis. 
No doubt he paid attention to the septic foci which were 
frequently located in the tonsils and teeth. 

He had treated a considerable number of the subjects 
of rheumatoid arthritis by diathermy applied after the 
eradication of septic foci and on the whole the results 
were very good. In fibrositis better results were obtained 
where the manifestations were acute than in those patients 





in whom the trouble was chronic. He urged that diathermy 
was well worth a trial in rheumatoid arthritis; by its 
means he had obtained many cures which were apparently 
permanent. 


Dr. Laurie, in the course of a brief reply to the discus- 
sion, said that he had obtained fairly good results in the 
treatment of pyelitis, but this condition was often very 
intractable and prone to recur, especially in women. 


With reference to the occurrence of exophthalmic goitre 
in the patient described by Dr. Forster, Dr. Laurie said 
that he had never seen such a sequela of intravenous 
protein therapy. 


He had curtailed his opening remarks and had not 
dwelt much on those cases in which the results had been 
disappointing. In general these were chronic in nature; he 
had not seen one patient in whom rheumatoid arthritis 
was acute and accompanied by fever, who did not respond 
very well. Of course he did not omit to search for infective 
foci. In acute rheumatoid arthritis the question arose as 
to whether it was better to remove septic foci at once 
or to await a degree of improvement in the general condi- 
tion. He found on the whole that the better course to 
pursue was to give the vaccine injections first and have 
the septic foci eradicated when amelioration in the arthritis 
was effected. Infective foci must be dealt with by the 
appropriate measures, otherwise recurrence of arthritis was 
to be anticipated. He considered that there could be no 
question of the relationship of focal infections to rheu- 
matoid arthritis and regarded myositis and fibrositis as 
also of infective origin. 


Vote of Thanks. 


At the conclusion of the evening session, Dr. J. G. 
DESAILLY (Camperdown) moved a vote of thanks to those 
members of the Victorian Branch of the British Medical 
Association who had journeyed from Melbourne and pro- 
vided extremely interesting papers. The members of the 
South-Western Division had greatly appreciated the in- 
structive discussions and had thoroughly enjoyed the 
meeting in its social aspect. 

Dr. R. O. Doucias (Hamilton) seconded the motion. 


In conveying the resolution to the President of the South- 
Western Division, Dr. H. I. Hotmes (Warrnambool) 
expressed the appreciation of the Division for the hearty 
cooperation of the Council of the Victorian Branch in the 
organization of the meeting. 


Social Events. 


On March 7, 1925, the visiting members were taken by 
motor to Denniston, where they were conducted over the 
factory of Nestlé’s Anglo-Swiss Condensed Milk Company, 
Limited, by the general manager, Mr. A. C. Munro, and his 
assistant, Mr. Corrie. 

At the medical dinner, held at the Western Hotel on 
Saturday evening, all attending the meeting were the 
guests of Dr. H. I. Holmes. 

At the conclusion of the evening session supper was 
served in the nurses’ dining room at the Warrnambool 
Hospital. Appreciation of the hospitality of the Com- 
mittee of Management and thanks to the Matron were ex- 
pressed by Dr. A. L. Kenny. 


Visitors were indebted to the Warrnambool members for 
an extremely enjoyable motor car drive on Sunday after- 
noon and to Miss Lake, of “Lyndoch,” Warrnambool, who 
entertained them at afternoon tea in her delightful garden. 





NOMINATIONS AND ELECTIONS. 


THE undermentioned has been nominated for election as 
members of the New South Wales Branch of the British 
Medical Association: 

Vickery, Donald George Roberts, M.B., Ch.M., 1923 
(Univ. Sydney), “Edina,” Victoria Road, Bellevue 
Hill. 
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INVITATION TO MEET DR. W. N. ROBERTSON. 


Dr. W. N. RoBertson, C.B.E., the Vice-Chairman of the 
Federal Committee and Chairman of the Directors of The 
Australasian Medical Publishing Company, Limited, has 
been delegated by the Federal Committee to represent 
the medical profession of Australia at the opening 
ceremony of the new home of the British Medical Associa- 
tion in Tavistock Square, London. Dr. Robertson will 
make the presentation of the President’s chair which is 
being constructed of Australian wood as a gift of the 
medical profession of Australia to the parent association. 

The members of the British Medical Association are 
invited to meet Dr. Robertson at The Printing House, 
Seamer Street, Glebe, New South Wales, on Tuesday, April 
28, at three o’clock in the afternoon, to wish him a success- 
ful voyage. At the same time they will have an opportunity 
of inspecting The Printing House. 


—<—__ 
ee 


Mbituarp. 





CHARLES MacLAURIN. 


Ir is with regret that we have to announce the death 
of Dr. Charles MacLaurin which occurred at Sydney on 
April 19, 1925. 


Wedical Appointments. 


Dr. Ernest Chenoweth (B.M.A.) has been appointed 
Acting Government Medical Officer and Visiting Surgeon 
to His Majesty’s Gaol, Mackay, Queensland. 

~ * * 

Dr. Otto Waldemar Mater has been appointed Acting 

Government Medical Officer at Thursday Island. 
* a * a 

Dr. Stephen Harold Cooke (B.M.A.) has been appointed 

Public Vaccinator at Nyah West, Victoria. 
SJ * * cd 

Dr. F. G. Simpson has been appointed District Medical 
Officer and Public Vaccinator at Tambellup, Western 
Australia. 

oe cs * * 

Dr. Patrick Michael O’Meara (B.M.A.) has_ been 
appointed Acting Resident Magistrate and Acting Magis- 
trate of the Local Court, Port Hedland; also Acting 
Chairman of the Port Hedland Court of Session, Western 
Australia. 

* * * * 

Dr. Albert Curtis (B.M.A.) has been appointed Acting 
Medical Superintendent of the Hospital for the Insane 
and the Receiving House, Ballarat, Victoria. 


AmonG the names of those nominated for election as 
fellows of the Royal Society of Great Britain, is that of 
Prefessor F. Wood Jones, of Adelaide. This distinction 
is one of the highest that can be attained in the world of 
science and we offer Professor Wood Jones our warm 


congratulations. 
ee -- 


Wedical Appointments Vacant, etc. 


For announcements of medical appointments vacant, assistants, 
locum tenentes sought, etc., see “Advertiser,” page xvi.. 


DEPARTMENT OF HEALTH, VicToRIA: District Health Officer. 

St. Grorce District HosprraL, Kocarau, Sypney: Honorary 
Consulting Physician. 

UNIVERSITY OF SypNEy: Lecturer in Clinical Obstetrics and 
a Demonstrator in Obstetrics. 

ZEEHAN District DISPENSARY AND Mepicat Union, Tas- 
MANIA: Medical Officer. 
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Mevical Appointments: Important Motice, 


MEDICAL proctiveners are requested not to apply for any 
appointment referred to in the following table, without having 
first communicated with the pong ig Secretary of the Branch 
named in the first column, or with the Medical Secretary of 
the British Medical Association, 429, Strand, London, W.C.. 


bh) 





BRANCH. APPOINTMENTS. 





Australian Natives’ Association. 
Ashfield and District Friendly Societies’ 


ispensary. 
Balmain United Friendly Societies’ 
Dispensary. 
Friendly Society Lodges at Casino. 
Leichhardt and Petersham Dispensary. 
Manchester United Oddfellow’s Medical 
Institute, Elizabeth Street, Sydney. 
moins on United Friendly Societies’ 
ispensary. 
North Spdear Uaited Peientiy Societies. 
People’s Prudential Benefit Society. 
Phenix Mutual Provident Society. 


NEw SouTtTH WALES: 

Honorary Secretary, 

30 - 34, Elizabeth 
Street, Sydney. 





All Institutes or Medical Dispensaries. 

Australian Prudential Association 
Proprietary, Limited. 

Mutual National Provident Club. 

National Provident Association. 


VICTORIAN : Honorary 

Secretary, Medical 

Society Hall, East 
Melbourne. 





QUEENSLAND: Hon- 
orary Secretary, Brisbane United Friendly Society 
B.M.A. Building, Institute. 
Adelaide Street, Stannary Hills Hospital. 

Brisbane: 





SouTH AUSTRALIAN: Contract Practice Appointments at 

Honorary Secretary, Renmark. 

12, North Terrace, Contract Practice Appointments in 
Adelaide. South Australia. 





WESTERN AUS- 
TRALIAN: Honorary 
Secretary, Saint 
George’s Terrace, 
Perth. 


All Contract Practice Appointments in 
Western Australia. 





NEW ZEALAND 

(WELLINGTON DIVvI- 

SION): Henorary 

Secretary, Welling- 
ton. 


Friendly Society Lodges, Wellington, 
New Zealand. 





Diatp for or the aponth. 


. 28.—New South Wales Branch, B.M.A.: Medical Politics 
ommittee; Organization and Science Committee. 
30.—New South Wales Branch, B.M.A.: Branch. 

* 1.—Queensland Branch, BMA. : Branch. 
5.—Tasmanian Branch BM.A.: Council. 
6.—Victorian Branch, B.M.A. 
8.—Queensland Branch, B.MA.: Couneil. 
12. ge — Wales Branch, B.M.A.: 

mittee 
12.—Tasmanian Branch, B.M.A.: Branch. 
14:—New South Wales ‘Branch, B.M.A.: Clinical Meeting. 
14.—Victorian Branch, B.M.A.: Council; Election of 
Representative on Representative Body. 
15. _Weatern Australian Branch, B.M.A.: Council. 
19.—Tasmanian Branch, B.M.A.: Council. 
19.—New South babes A an, B.M.A.: Executive and 
inance Comm 
1° Sivutte’ ‘Medical Association, New South 
ales 
20.—Western Australian Branch, B.M.A.: Branch. 
21.—South Australian Branch, B.M.A.: Council. 
22.—Queensland Branch, B.M.A.: Council. 
26.—New South Wales Branch, B.M.A.: Medical Politics 
Committee : Organization and Science Committee. 
27.—Victorian Branch, B.M.A.: Council. 


Editorial Motices. 


Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE 
MEDICAL JOURNAL OF AUSTRALIA alone, unless the contrary 
be stated. 

All communications should be addressed to “The Editor,” 
THE MEDICAL JOURNAL OF AUSTRALIA, The Printing House, 
Seamer Street, Glebe, Sydney. (Telephones: MW 2651-2.) 

SuBSCRIPTION RatTES.—Medical = od and others. not 
receiving THE MEDICAL JOURNAL OF TRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. The rates are £2 for 
Australia-and £2 5s. abroad per annum payable in advance. 
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ot et et ct Ris 


mit 79 45 TD &, &, |] 


